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A new 
approach 
to the 
‘cough 
problem 
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The active constituent of the linctus is oxeladin citrate. Each 
teaspoonful (3.55 mil.) contains 10 mgm. 


ACTION 

@ Depresses the activity of the cough 
centre. 

INDICATION 

@ All forms of dry, unproductive cough. 

TOXICITY 

@ Completely non-toxic. 

@ No constipation. 

@ No hypnotic effect. 

@ No habituation. 
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Medical Department: 


THE BRITISH DRUG HOUSES LTD. LONDON N.!I 
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DOSAGE 
Adults 1 to 2 teaspoon- 
fuls 4 times daily. 
Children 4 to I teaspoon- 
ful 4 times daily. 


Basic N.H.S. price: 
Bottle of 60 ml. 2/6. 


__ ae NR rm Rm 


Descriptive literature 
and specimen packing 
supplied on request. 
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RECENT rons 


THE OF rth Panny MEETINGS 
A C.1.0.M.S. Handbook 


EXTR A “*. . . every page shows the hands of those who have 
learnt that success is won not by airy good inteutions but 
by oer and hard—very hard—work .. . it could be 


PHARMACOPGIA read with advantage by anyone who sets ‘out to run 
a medical or scientific meeting of any size anywhere. It 
’—The Lancet. 


is really a masterpiece.’ 














1957 120 pages 7s. 6d. 
MARTINDALE ' 
CLINICAL PATHOLOGY DATA 
N Editi Second Edition 
ew Ldition C. J. DICKINSON 





“‘First published only six years ago, this handy reference 
book has now been extensively revised to include sections 


Orders are now being recorded describing liver and renal function tests, tests of adrenal 


function and porphyrin metabolism ... This is a most 

| for Volume 1. 2 4th edition. to valuable book for practitioners, resident medical officers 

, . and consultants—published at a very moderate price.””— 

be published in April 1958 The Lancet. 

1957 110 pages 20s. 
Pp. 1728 Price 66s. DEXTRAN 


and its Use in Colloidal Infusion Solutions 
r ANDERS GRONWALL 

“This little book, by the leader of the team which intro- 
duced dextran into clinical practice, is an essential 
volume for the bookshelf of everybody who is concerned 
with the theory or practice of blood transfusion .. . 
extremely agreeable to read . . . an essential work of refer- 
ence for the transfusionist."-—Journal of Clinical Path- 


THE PHARMACEUTICAL PRESS ology. ; 
1957 156 pages 28 illustrations 20s. 
17 BLOOMSBURY SQUARE, LONDON, W.C.1 ! 





| (postage 2s., overseas 35. 3d.) 


BLACKWELL 
-__— SCIENTIFIC PUBLICATIONS ———— 






































| 
__H. K. LEWIS of GOWER STREET, London, w.c.1 
| 


BOOKSELLING DEPARTMENT. A large stock of textbooks and recent literature in all branches 
of Medicine and Surgery available. Please state particular inverest. 
Foreign Books obtained to order. Catalogues on request. 


SECOND-HAND DEPARTMENT. A constantly changing large stock of Medical Literature on 
view, classified under subjects. Old and rare books sought for and reported. Large and small 


| collections bought. 


LENDING LIBRARY. MepIcaL, SCIENTIFIC AND TECHNICAL. 
Annua! Subscription from £1 17s. 6d. -ProspecTUs PosT FREE ON REQUEST. 
Bi-monthly list of NEw Books and New EDITIONs sent post free to subscribers. 


A New EDITION OF THE LrpraRY CATALOGUE revised to December 1956, containing Classified 
Index of Authors and Subjects. Pp. xii + 1178. To Subscribers, £1 5s. net; tonon-subscribers, 
£2 2s. net, postage 2s. 








H. K. LEWIS & Co. Ltd., 136 GOWER STREET, LONDON, W.C.1 


Business hours: 9 a.m. to 5.30 p.m., Saturdays to 1 p.m. 
Telegrams: Publicavit, Westcent, London 


| 
| Telephone: EUSton 4282 (7 lines) 
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Senokot is 
cheaper by 


half than 
paraffin 


FROM THE BRITISH MEDICAL JOURNAL, AUGUST 11, 1956, p.374. 


“In these days of economy in prescribing... 
the biologically standardized form of senna [Senokot] 
. .. ts cheaper by half than paraffin.” 


BASIC N.H.8. PRICES RETAIL PRICES 

(Taz free D.P.s) (Including Taz) 

SENOKOT GRANULES: 2b, 21/- 202, 2/10: 602, 7/9 
SENOKOT TABLETS: 1,000, 16/- 50, 2/5; 200, 7/3 


On E.C.10: Cost about a halfpenny a dose 


QD westminster LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.1 
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‘made to measure’’com hemotherapy 


is provided by 


(P.A.S. and isoniazid 
in cachets) 


Almost every accepted combination of P.A.S. 
and isoniazid is available in the flexible range 
of PYCAMISAN cachets. 








Literature and dosage charts on request to 
SMITH & NEPHEW 
PHARMACEUTICALS LTD. 


WELWYN GARDEN CITY - HERTS, 
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“Aspirin is a serious gastric 


irritant, particularly 


in peptic ulcer patients”” 


“Calcium aspirin...can be used 
with impunity”* 


* Extracts from B.M.J., 2-7-35. 


SOLPRIN is accordingly often prescribed 


Solprin contains aspirin in soluble form. It is a highly 
efficient analgesic — the more quickly and easily absorbed 
by reason of its solubility. Dissolved in water, the tablets 
produce a solution of calcium acetylsalicylate. Solprin is ex- 
tremely well tolerated, even by sufferers from peptic ulcer. 

Solprin will be found particularly valuable when heavy 
or prolonged dosage is called for. 


Patients find Solprin easy to take and palatable. 


SOLPRIN 


Soluble and substantially neutral 
Not advertised to the public 





Solprin is available only on prescription and only 
in Great Britain and Northern Ireland. Clinical 
samples and literature will be supplied on request. 


N.H.S. BASIC PRICE 12/6 for 500 tablets in foil. 


RECKITT & SONS LTO., HULL & LONDON (PHARMACEUTICAL DEPARTMENT, HULL) 
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Gypso 


has stood 


the test of time 
ee 


Soaks more readily than hand-rolled 
bandages. 


Sets firmly in four to five minutes. 
Stronger yet less brittle than ordinary 
plaster. 

Casts have porcelain-like surface. 
Casts are porous. 


Trimmed edges do not crumble and 
casts have a neat appearance. 


Casts may be bivalved, or cut open 








nha 


TRADE MARK 












and sprung apart without loss of . 
strength. 
Exact number of bandages for a 
particular cast can be determined 
beforehand. 
Special interlocked woven cloth 
permits easy moulding. 
High plaster content—90% of plaster 
by weight. 
Will keep for a very long time with- 
out deterioration when stored in a 
dry place. 


The absence of loose powder and the non-fray edges 
of the specially-woven leno cloth base of Gypsona 
bandages provides a distinct advantage over hospital- 
made bandages. 

In performance, the superiority of Gypsona is even 
more marked. The high plaster content is fixed to the 
fabric by a special process, and there is a negligible 
loss of plaster when the bandage is soaked. A sur- 
prisingly small amount of material will produce a 
cast which is light, but of great strength. 

Gypsona is by far the most economical plaster for 
the modern functional treatment of fractures. 


eam + sanaw im: wawn onsen ry os @) GYpsona 
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Prompt bacteriostasis . . . 


rapid healing... safe... 





Triple 


TRADE MARK 


in vaginitis and cervicitis 
in postpartum care 
following surgery and cautery 


TH sviphachtesete Sulphacetamide N'Benzoylsulphanilamide 


Ortho Pharmaceutical Limited 
High Wycombe - England 
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association 


The high solubility of Kemicetine Suc- 
cinate in water has made it possible to 
manufacture a preparation associating 
chloramphenicol with streptomycin, 
which can be administered parenterally. 
In Strepto - Kemicetine, the two anti- 
biotics exert a most valuable comple- 
mentary effect as well as one of si- 
multaneous potentiation, thus producing 
extremely good results, particularly in 
pertussis, brucellosis, staphylococcal 
infections, tubercular empyema and 
infections of the urinary system. 
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An inspired 
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STREPTO-KEMICETINE 





The first injectable 
association of 
chloramphenicol 


and streptomycin. 
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STABILIZED WHEAT GERM 


Of all natural vitamin-protein-mineral supplements the 
richest is wheat germ; and Bemax is stabilized wheat germ 
pure and simple. It offers easily digested nutritional 


support for patients of all ages. 





ry) | VITAMINS LIMITED| (DEPT. B.1), 
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PREGNAVITE during pregnancy 


ation is obtained 





Vitami al supp 
by routine administration of Pregnavite. It is 
designed with maternal dictary requirements 
specifically in mind. 

Basic price to N.H.S. 1,000 tablets 32/9. 


VITAVEL SYRUP for the child 
Vitamin supplementation with A, B,, C and D 
so palatable as to ensure regular dosage is 
provided by Vitavel Syrup. 

Basic price 6 Al. ozs. nq 

to N.H.S. 40 Al. ozs. 16/- 


UPPER MALL, LONDON, W.6. 
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Better relief for arthritics— minimum side effects 


In salicylate therapy BUFFERIN (Antacid Analgesic) has these two 
special advantages. It is faster-acting — twice as fast as ordinary 
aspirin. It-is better tolerated — even in large doses, as for arthritis. 
According to a British survey, as many as 42% of arthritics are 
intolerant to aspirin. And in a blind trial among arthritics with a 
proved intolerance to aspirin, 70% had no gastric symptoms after 
taking large doses of BUFFERIN over periods of 4 to 16 months. (1). 
In clinical tests, it was shown that BUFFERIN raises the salicylate 
blood level of humans more than 20% higher in-ten minutes than 
ordinary aspirin does in twenty minutes. 
Hence the importance of BUFFERIN in all salicylate therapy. Only 
BUFFERIN contains the antacid agents which :— 
* reduce gastric upset to a negligible minimum (2), (3); 
* actually speed the pain-relieving ingredient into the blood- 
stream (4), (5). 
IT ACTS FASTER. IT IS BETTER TOLERATED. IT CONTAINS NO SODIUM. 





1 (Bufferin in the Management of Rheumatoid 
Arthritis, J.A.M.A. 158:386 (June 4) 1955.) 


2 (The Neutralization of Gastric Acidity with Basic 
Aluminium Aminoacetate, 3. Pharmacol. and Expera 
Therap. 82:247 (Nov.) 1944.) 

3 (In Vitro Differences Between Dihydroxy Aluminium 


Aminoacetate and Dried Aluminium Hydroxide Gel, 
J. Am. Pharm. Assoc., Sc. Ed. 41: 361 (July) 1952.) 


4 (Effect of Buffering Agents on Absorption of 
Acetylsalicylic Acid, ¥. Am. Pharm. Assoc., Sc. Ed. 
39:21 (Jan.) 1950.) 

6 (The Pharmacologic Principles of Medical Practice, 
ed. 3, Balto., The Williams & Wilkins Company, 
1954s P- 593+) 


Formula: Acetylsalicylic Acid 5 gr: Aluminium 
Glycinate § gr: Magnesium Carbonate 1% gr. 


BUFFERIN HAS NO EQUIVALENT IN THE B.P. OR NATIONAL FORMULARY. 


BUFFERIN 


is the trade mark of the Bristol-Myers Co. Ltd., London and New York. 


Sole distributors in U.K.: J. C. Gambles & Co. Ltd., 209-215 Blackfriars Road, London, S.E.1. 
Bufferin is now available in the Irish Republic —sole distributors: Messrs. Fasset & Johnson (Ireland) Ltd., 6-7 Crow Street, Dublin. 


Please write for free samples to: BRISTOL-MYERS COMPANY LTD., 209-215 BLACKFRIARS ROAD, LONDON, S.E.I. 
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...and in correcting an iron deficiency anaemia, 
it is to be noted that many iron saits give rise to 
irritation of the intestinal. mucosa, Even for 
that reason alone Ferromyn ( ferrous succinate) 
is the most suitable method of administering 
tron; it is readily absorbed and has by far the 
highest utilisation co-efficient of the various 
iron salts available. Ferromyn has been fully 
demonstrated to have a superior clinical and 
haematological response in the treatment of 
tron deficiency anaemias of pregnancy, in 
infancy and... 


FERROMYN 


for speedy oral correction of all 
iron deficiency states 


FERROMYN TABLETS AND ELIXIR 
Each tabiet/teaspoonful contains 
Ferrous Succinate 150mg 
FERROMYN ‘B’ TABLETS AND EBLIXID 
Each tablet teaspoonful contains 
Ferrous Succinate 150mg 
Aneurine Hydrochloride Img 
Riboflavin Lmg 
Nicotinamide 10mg 


CALMIC LIMITED Crewe - Crewe 3251-5 


London: 2 Mansfield Street - W1 - Langham 8038-9 








ADVERTISERS’ 


The lithesome grace of the ballet dancer’s limbered 
movements is possible only with continued practice. 
Such controlled activity is not easily or painlessly 
achieved by most of us for, however willing 
the spirit may be, the flesh often proves weak. 
Algipan will not prevent muscle aches from develop- 
ing but, when gently rubbed into the skin, it will 
quickly and pleasantly produce an almost immediate 


ANNOUNCEMENTS 


relief from the pain of muscular strains and spasm 
and, in consequence, an increase in mobility. 


Packs: Tubes of 40 grammes and 1 Ib. jars. 


ALGIPAN 


THE RELIABLE AID TO ACTIVITY 
*trade mark 


W7Z jonn Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 
Alg.2 


1] 
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Wide coverage 


w™ you prescribe ‘Sulmezil’ V you are 
prescribing two drugs. The two active 
ingredients, used together, cover a far wider range 
of bacteria than either used alone. 

One ingredient is penicillin V, the acid stable 
form of penicillin which is rapidly and efficiently 
absorbed and gives consistertt and reliable blood 
levels: This form of penicillin has proved to be 
markedly superior in these respects to other oral 
penicillin preparations. 

Combined with penicillin V is ‘Sulpha- 
mezathine’, which has been widely accepted for 


many years on account of its high . potency 
coupled with low toxicity. It is undoubtedly the 
best sulphonamide for routine use. 

*Sulmezil’ V tablets present these two drugs in 
a single easily-administered form. Each tablet 
contains 60 mg. of penicillin V (Calcium Salt) and 
0.5 g. of ‘Sulphamezathine’. In packs of 25, 100 
and 500. 


‘Sulmezil’ | V 





tablets 











IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 
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INTRADEX 


Trade Mark 


GREEN LABEL (Salt-free)—6°%, dextran in 
aqueous solution with 5°, glucose 


YELLOW LABEL (Normal saline)—6°, dextran in 0.9 
sodium chloride solution 


INTRADE®% in bottles of 540 cc. & 


Glaxo Laboratories Ltd., Greenford, Middlesex BYRon 3434 
Subsidiary Companies or Agents in most countries 
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A Tyzanol spray bottle slips easily into a 
waistcoat pocket or a handbag, into a desk drawer 
or the side pocket of a car. In fact it can be 
carried — and used — almost anywhere, without 
the acrobatics needed to enstre correct instillation 
of nasal drops. The tip of the bottle is inserted 
into the nostril, the bottle is squeezed once or 


twice, and a fine spray of this uniquely effective 


PFIZER PHARMACEUTICALS 
Manufactured at Sandwich and processed at 
Folkestone, Kent 


O65/P * Registered Trade Mark 


14 








decongestant fills the nasal cavity. Relief is almost 


immediate and normal drainage is quickly restored. 
There is no stinging, no burning, and no rebound 
congestion. Tyzanol offers relief—and nothing but 
relief—in the simplest and most convenient form. 

Tyzanol is available in plastic bottles containing 


15 ac. 0.1% tetrahydrozoline hydrochloride. 





brand of tetrahydrozoline hydrochloride 


CONVENIENT AND UNIQUELY 
EFFECTIVE NASAL DECONGESTANT 
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A NEW APPROACH TO WOUND HEALING 


The use of STABILIZED TRYPSIN 


in the treatment of 


ABRASIONS 


BURNS 








IT HAS LONG BEEN KNOWN that 
the proteolytic enzyme Trypsin could 
resolve necrotic tissue and was in 
theory an ideal physiological agent for 
the treatment of infected wounds. Its 
instability has, however, until recently 
precluded its use for this purpose. 
Lloyd-Hamol of London and Zurich 
have now succeeded in producing a 
cream, Biotrase, in which trypsin re- 
mains physiologically active for over 
a year. 


Biotrase also contains two new anti- 
septic agents, both of which are active 
against a wide range of gram-positive 
and gram-negative pathogenic or- 
ganisms. 

Biotrase digests purulent matter and 
leaves a clean granulating surface. It 
does not attack vital tissues. 


Samples and 
literature 
gladly sent 
on request 


LLOYD-HAMOL 


LIMITED, 112 


Biotrase may be used wherever there is 
an infected—or potentially infected— 
breach of surface of the skin. Common 
conditions for its use include the fol- 
lowing: Wounds, second and third 
degree burns; infected and necrotic 
skin conditions, including pyodermias ; 
boils and carbuncles (following incis- 
ion); all types of ulcers. Biotrase has 
been found most useful in the treat- 
ment of varicose ulcers, providing 
these are not surrounded with avas- 








Indications for use 


cular tissue and not of long duration. 


Biotrase can be prescribed on Form 
E.C.10. 


Biotrase is in 35 gram tubes at a 
basic N.H.S. price of 3/9d. 


Biotrase contains: Trypsin pur. 
0.16%: Calcium N-Hydroxymethyl- 
glutamate 5.00%; 2.2!-Thiobis-(4,6- 
dichlorophenol) 0.50% in Polyethyl- 
ene glycol. 


‘BIOTRASE’ is a 
registered trade mark 
of Lloyd-Hamol Ltd. 


WATERLOO PLACE, LONDON, S.W.1 
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ACTH 


GENERAL RELEASE TO HOSPITALS FROM APRIL Ist 


We welcome the decision of the Ministry of Health 

to release ACTH from specific control under which 

the Armour Laboratories have supplied ACTHAR 
and H.P* ACTHAR Gel since 1950. 





* The Armour Laboratories brand of HIGHLY PURIFIED long-acting 
Corticotrophin (ACTH) (in Gelatin) 


HP* ACTHAR Gel is a highly purified 
ACTH of high potency in gelatin with 
rapid action and prolonged effect by 
subcutaneous or intramuscular injection 
in collagen diseases, hypersensitivities, 
certain skin diseases and ophthalmic 
conditions. 

By maintaining the physiological 
integrity of the adrenal cortex, 
ACTH offers distinct advantages by 


comparison with the corticosteroids,, 


which being substitutional, produce 
adrenal suppression and unresponsive- 
ness to stress. ACTH is, in fact, 
administered to counteract such results 
of corticosteroid therapy. 


Easy painless administration 

Fewer injections required 

Minimum discomfort 

Low maintenance dosage 

Economy in use 

Available in 5 ml vials (20 and 40 I.U. 
per ml). 

Stable at room temperature for two 


years. 


Refrigeration not required. 

ACTHAR is also available in the form 
of rapid-acting lyophilized powder, 
supplied in vials containing 10, 25 and 
40 1.U. per vial. 


Full documented literature will be gladly supplied on request. 


THE ARMOUR LABORATORIES 


AA (Armour & Company Ltd.) 
Telephone : Hampden Park 740 


Hampden Park, Eastbourne, England 


Telegrams : ‘Armolab’ Eastbourne 


——————aA&—————_ 
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YO Lb ANOUAT 


provides milk-alkali drip 
therapy without a tube 


Maintains continuous control 
of gastric acidity 


Until a few years ago, maintained continuous control o tric 
acidity was impossible without hospitalization and on ort to 
the patient. 


Then a unique treatment in the form of Nulacin tablets was 
evolved to achieve this desirable state—simply, effectively and 
without attendant disadvantages. In the ensuing period Nulacin 
therapy has been amply tried and proved by numerous clinical 
studies and by therapeutic use in many countries. 


A Nulacin tablet placed in the mouth between the cheek and 
the gum dissolves slowly and releases its contained medicaments 
at a rate that gives continuous neutralization of the acid gastric 
juice. Nulacin accomplishes this without any danger of causing 
alkalosis or other side-effects. The results are comparable with 
those of intragastric milk-alkali drip therapy. 

INDICATIONS: NULACIN tablets are indicated when- 
ever neutralization of the acid gastric contents is required: in 
active and quiescent peptic ulcer, gastritis and other conditions of 
gastric hyperacidity. 

Dosage: Beginning half-an-hour after food, a Nulacin tablet 
should be placed in the mouth between the cheek and the gum 
and allowed to dissolve. 


During the stage of ulcer activity, up to three tablets an hour may 
be required. During quiescent periods, for prophylaxis in peptic 
ulcer and for the relief of discomfort due to gastric hyperacidity, 
the dose of Nulacin is one or two tablets between meals. 


NULACIN tablets are not advertised to the public and have 
no B.P. equivalent. They may be prescribed on E.C.10. The 
ea unit of 25 tablets is a of poem tax. (Basic price 


N.H.S, .. . 2/-). Also available in tubes of 12. 7 


NULACIN tablets are prepared from whole milk com- 
bined with dextrins and maltose, and incorporate mag- f 
nesium trisilicate 3.5 grs.; magnesium oxide 2.0 grs. ; 
calcium carbonate 2.0 grs.; magnesium carbonate 
0.5 grs.; Ol. Menth. Pip. q.s. 
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GASTRIC ANALYSIS 
GASTRIC ANALYSIS Superimposed gruel 


fractional test-meal curves of five cases of duo- 
denal ulcer. 


GASTRIC ANALYSIS 
GASTRIC ANALYSIS Same patients as in 


Fig. 1, two days later, showing the striking 
neutralizing effect of sucking Nulacin tablets (3 
an hour). Note the return of acidity when 
Nulacin is discontinued. 


BIBLIOGRAPHY 
Practitioner, 1957, 178: 43 
Practitioner, 1956, 176: 103 
Amer. J. Gastro. 1956, 26: 665 
Brit. Med. J. 1954, 1: 46 


Further references to the literature and full 
information on Nulacin available on request. 
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ANTIBIOTIC HAZARDS 


© established chey 
-) 
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prod ie 
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Restoring the balanced gut flora 


ENPAC is a new and unique preparation of antibiotic-resistant strains of Lacto- 
bacillus acidophilus in a vehicle of the vital growth factors necessary for the strains 
to become established and multiply in the human gut. When administered during 
oral antibiotic therapy, these strains replace the intestinal strains of L. acidophilus, 
and an important part of the bacterial flora is maintained intact. There is sub- 
stantial evidence which has proved that ENPAC can also be highly beneficial in 
certain intestinal disorders. 


Extract from Lancet article on clinical trials at Bristol : 
“‘ Tt was found that the staphylococci increased in 
both groups at the beginning of antibiotic therapy. 


Staphylococci continued to increase in the patients 
taking the antibiotic alone, but in those taking 


Enpac there was a pronounced drop in numbers 

following the initial rise. Simultaneously, in this 

latter group the lactobacilli were rapidly estab- 

lished and continued to multiply. This followed 
ENPAC is prescribable on the elimination of the normally non-resistant lacto- 
Form E.C.10. Basic N.H.S. bacilli by the antibiotic during the early days of 
ae ae eee treatment.” (Lancet, 1957, i, 899) 


Samples and literature will be sent to 
the medical profession on request. 


Developed by Aplin & Barrett, Ltd., Biologicals Division. 
Distributed by : LLOYD - HAMOL LTD. 
11, Waterloo Place, London, S.W.1. WHItehall 8654/5/6 
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Midicel 


SULPHAMETHOXYPYRIDAZINE 


























sustained sulphonamide blood-level 


prolonged therapeutic effect 


The new ‘prolonged-action’ sulphonamide, MIDICEL*, main- 
tains full therapeutic effect with only one tablet daily. Thus, the 
patient's comfort and convenience are enhanced and nursing 
care is simplified. 

Comparable in price with other sulphonamides MIDICEL pro- 
vides added advantage without added cost. 

Absorption of MIDICEL is rapid and tissue diffusion is good. 
In thé circulation a high proportion of the contained sulphona- 
mide is in the free active form ensuring full therapeutic action. 
Recommended Dosage: tn adults an initial loading dose of 1 G 
(in severe infections only, 2 G) followed by 0.5 G daily. In 
children } tablet (0.125 G) for each 20 Ib. of bodyweight on the 
first day followed by half this dosage daily. 


Packaging: Tablets of 0.5 G in containers of 12, 100 and 250. 





*Trade Mark 


Parke, Davis HOUNSLOW, MIDDLESEX Tel: HOUnslow 2361 
& COMPANY, LTD., (inc. U.S.A.) 


PO.358 
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PREDICTABLE ANTACID THERAPY 
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§ rapidly relieves gastric pain 

2 safely buffers excess acid 

3 non-alkalising 

4 non-constipating 

5 stable, consistent and predictable 


Prodexin tablets sucked regularly provide continuous buffering of gastric acid at about pH 4, 
in the face of widely differing acidities and irrespective of the rate of emptying of the 
stomach. Prodexin does not make the stomach alkaline and does not stimulate compensatory 
secretion of acid. The tablets are pleasant to take, non-gritty and non-constipating. 


PRODEXIN Cartons of 30 singly 

Each Prodexin tablet contains: wrapped tablets. 

Aluminium glycinate , . 

(dihydroxy aluminium aminoacetate)......0-9 gramme Dispensing packs ; 

Light magnesium carbonate............ o-1I gramme of 240 tablets (basic \ 
a N.H.S. cost 30) 4d.) 


601 /60/3 





L. BENCARD LTD.- PARK ROYAL - LONDON - N.W.10 
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sigmamycin’ 


OLEANDOMYCIN TETRACYCLINE 


Sigmamycin Syrup is eminently suitable for children and elderly patients with severe 
chest infection. It combines palatability, ease of administration and flexibility of 
dosage with prompt effectiveness against “difficult” organisms. 


DOSAGE—teaspoons (5 mi.) 

% Infants and children: half to two teaspoonfuls every six hours § ¥& Adults: two 
to four teaspoonfuls every six hours % In fulminating infections, dosage may 
be safely increased Bottles of 60 ml. (2 fl. oz.) 


PFIZER PHARMACEUTICALS p> 
Manufactured at Sandwich and processed at Folkestone, Kent 


* Registered Trade Mark 131400 
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Did Shakespeare know about 
this oral treatment for Piles? 








“ |. . And telling me the sovereign’st thing on earth 
Was parmaceti for an inward bruise.” * 


Henry IV, Part 1, Act 1, Scene 111, Line 58 


Parmacetyl tablets contain cetaceum, a wax obtained originally from the head of the 
sperm whale and known as parmaceti in Elizabethan times. 

Cetaceum passes down the gut unchanged except that it becomes ‘tacky’ at body 
temperature. It has a demulcent effect when it arrives at the rectum and anal canal. 
One course of these Tablets will remove pain and check bleeding in most attacks of 
‘acute piles’ without masking any more serious underlying pathology. 


Parmacety! is prescribable on Form E.C.10. Basic Reference: The Practitioner, February 
N.H.S. price 2s. Id. Dosage is on every tube of 1957. Report of a successful trial at a 
12 tablets. For information and sample, please London hospital. A summary of this article 


write to manufacturers. is available on request. 


PARMACETYL tablets 
for the oral treatment of piles and allied conditions 


E.G.H. LABORATORIES LTD + PERU STREET - SALFORD 3 -: LANCS 
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“Never neglect the opportunity 
of learning from another doctor: 
in this context about the contents of his bag’’ 


| Practitioner (1957) 179, 626 


Bellergal 
BY: SANDOZ 


the bag!* 





Bellergal |! is always at hand 


for the symptomatic treatment 


of psychosomatic disorders 


0.1 mg. total alkaloids of belladonna 
0.3 mg. Ergotamine Tartrate B.P. 
20 mg. Phenobarbitone B.P. 


TABLETS: 


Bellergal has a place in 
“* The Doctor's Bag*’—Practitioner (1957) 179, 624 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
7 of a wide variety 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


| 





23 Great Castie Street 





s d Prod ts Limited 


London, W.1 
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‘An Anginal Patient— 
but not an invalid!’ 


Successful treatment of angina pectoris should enable the patient 
to recover confidence in his ability to follow his vocation. 


‘PENTOXYLON’ 


can help te achieve this 
happy result 


‘PENTOXYLON’ 


tablets contain 10 mg. P.E.T.N. 
(pentaerythrityl tetranitrate), 

a potent coronary vasodilator, 
and 1 mg. ‘Rauwiloid’, 

an alkaloidal fraction of 


Rauwolfia serpentina. 


‘PENTOXYLON’ 


removes the dread of another 
attack, and increases exercise 
tolerance. The need for 
nitroglycerin is greatly reduced 
when ‘Pentoxylon’ is used 
prophylactically, and in 
hypertensive patients 

there is a reduction in 

blood pressure. 


DOSAGE: 1 or 2 tablets four times daily 
before meals. 


PACKS: Bottles of 25, 100 and 500 tablets. 


PENTOXYLON 


( RIKER ) *Pentoxylon’ and ‘Rauwiloid’ are registered trade marks. Regd. Users: 
— RIKER LABORATORIES LIMITED - LOUGHBOROUGH .- LEICS. 
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Benadryl is a reliable and potent histamine 
antagonist for symptomatic control of hay fever 
and many other allergic disorders . . . 

Benadryl is especially effective in urticaria and 
other pruritic conditions of allergic zetiology in 
relieving food and drug sensitivities and, as an 
antispasmodic, in alleviating such conditions as 
spastic colitis and nocturnal leg cramps. . 

Benadryl capsules provide easy and practical dosage 
for adults and older children. Benadry] Elixir is 
palatable and well-tolerated byinfants. Products of Benadryl 
for parenteral and topical use are also available. 


PIN TRUDI OORE axtiseasmooic 











¢ 
PARKE, DAVIS & CO. LTD. (Iw. US.A.) HOUNSLOW, MIDDLESEX. TEL: HOUNSLOW 2361. Pp): 
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The 
Rhythm 
changes... 


Climatone, with its balanced 
hormonal formula ensures that the 
transition period is as free as possible 
from the physical discomfort 
and emotional disturbance 
that so often accompany the 


menopause. 








CLIMATONE 


TABLETS 


Each tablet contains: Ethinyl estradiol 0.005 mgm. Methyltestosterone 2.5 mgm. 
Packs: 25 100 500 tablets. 


PAINES & BYRNE LTO., PABYRN LABORATORIES, GREENFORD, MIDDX. 
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Lederkyn 


SULPHAMETHOXYPYRIDAZINE 


changes the 





concept of 


sulpha therapy... 


The advent of Lederkyn sulphamethoxypyridazine, Lederle’s 
low-dosage, long-acting sulphonamide, heralds a new era in sulpha 
therapy. Lederkyn exhibits a powerful broad-range effectiveness 


at radically reduced dosage. Treatment with Lederkyn means :— 
© Dramatic dosage reduction—for maintenance, one tablet 
daily instead of eight 
@- Rapid diffusion in body fluid and tissue 


@ Therapeutic levels within the hour... blood concentration 
peaks within two hours 


@ Slow excretion rate with prolonged action 


@ Safety in use 
Lederkyn is issued in oral tablets of 0.5 Gm. Bottles of 24, 100 and 1000 ; 
A product of original LEDERLE research 


LEDERLE LABORATORIES DIVISION Cyanamid or GREAT BRITAIN LTD., London, WC2 
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Calcium B ‘PAS WANDER 
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1M (calcium B-PAS Wander plus isoniazid) 
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‘vs, Chemotherapy of Tuberculosis 
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WA ¥ 
B-PAS (Wander), 4-benzoylamino-2-hydroxybenzoic acid, first intro- xy) 
duced by our Research Laboratories in 1948, is the drug of choice in (\ YW) 
regimens comprising PAS in concurrent therapy. ii 
In the form of its calcium salt, it provides extended bacteriostatic levels, iN V yi ; 
induces only minimal side-effects as compared with sodium PAS, and X¥V\ 


because of its high acceptability guarantees as far as possible that patients, 
particularly on domiciliary treatment, do take their medication. 


Available in 3.5 g. envelopes and in 1 g. cachets; and as bulk powder. *B-PASINAH ’ is available in two 


convenient forms: 


Powders each containing 
3.5 g. calcium B-PAS (Wander) 
and 87.5 mg. isoniazid. 


Cachets each containing 
1 g. calcium B-PAS (Wander) 
and 25 mg. isoniazid. 


Full abstracts from literature, also details of institutional packs and prices from the Medical Departmént 


A. WANDER LTD., 42 UPPER GROSVENOR ST., GROSVENOR SQ., LONDON W.1 
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“‘The great powers of this plant” 
are brought to the physician of today 
in the form of the pure crystalline cardiac glycoside 


lanatoside C — 


Se ee ee EE EE a 
- 


* Cedilanid 
a BY SANDOZ 


\ combining all the classical actions 

of Digitalis leaf with “the greatest 

/ possible accuracy of dosage,” 
rapid onset of therapeutic action, 


and rapid elimination to ensure 





that the effects of overdosage 


are short-lived. 


TABLETS 0.25 mg. lanatoside C 
SOLUTION 1 ml. (approx. 30 drops) contains 1 mg. lanatoside C 
AMPOULES 2 mi. contain 0.4 mg. desacetyl-lanatoside C 





Sandoz H 





Sandoz Products Limited 23 Great Castie Street 


London W.1 
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New Dosulfin® 


a long-acting 

mixed Sulphonamide 
with the following 
advantages 










Long dosage intervals 


Undisturbed - a Undisturbed nights 
Nights S.. ee 


Low dosage 


Further details on request 


Availability 
Tablets 0.75 ¢ 


Containers of 
12 and 100 


Syrup 10 


(with measure) 


Bottles 50 ml. 





® Regd. Trade Mark 


Dosulfin consists of 


equal parts of 


Suigheprenytige and Geigy Pharmaceutical Company Ltd. 
Sulphamerazine Manchester 23 PH 121 
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Rational treatment 


IN CONSTIPATION 
NO 
| O 
No 




















NO 


























7 ‘Se | 
DOSAGE 
e has a purely mechanical action Adults, 2 teaspoonfuls once a day 
or morning and evening at 
e contains no added purgative mealtimes. 
? ye : Children, from 1 teaspoonful, 
e 1s non-irritating according to age, once a day or 
e has no calorific value morning and evening. 
= ys : j Presentation: I-SO-GEL is 
e is ideal for diabetic and other patients supplied in jars containing 
on restricted diets 150g. and 300g. 


» Standard Reference Card on application 


Manufactured in England by ALLEN & HANBURYS LIMITED LONDON E2 
NS@/110/H 
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GERIATRICS 


The senile patient 


Pacatal is particularly valuable 

for senile patients developing states 
of excitement or depression. 

Pacatal promotes a return to normal 
behaviour patterns so that the 
patient is easier to live with 

and, indeed, continues as a useful 


member of the family circle. 










TRADE MARK “: 
104(N -methyl-3- pip 


Dosage: 
1 tablet (25 mg.) two or three 
times a day. 


Presentation: 

Tablets of 250 and 10 mg. strength 
in bottles of 50 and 500. 

Ampoules each containing 50 mg. 
in 2 ml. in boxes of 10 and 50. 


WILLIAM R. WARNER & CO. LTD., 
EASTLEIGH, HAMPSHIRE. 





pac 36a/4 
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Great Strength 
rings the bell! 


Uniquely strong . . . swift-acting . . . yet amply safe for 
children . . . ‘ Actidil ’ can provide a surer, more decisive 
answer to the nagging challenge of general allergic symptoms. 
This modern antihistamine gives relief within minutes. 
It has little tendency to evoke unwanted side-effects. 
Its benefits persist for some twelve hours. For adults, 
* Actidil ’ is available as tablets ; for children, as a 
pleasant tangerine-flavoured elixir. Given in either 
form it holds the promise of new comfort for many, if 
not all, of your allergic patients . . . today . . . and in the 
** pollen months ’’ ahead. 
“TABLETS : (2°5 mgm.) in bottles of 25, 100 and 500 
ELIXIR: (1 mgm. per fluid drachm) in bottles of 20 fl. oz. 


‘ACTIDIL’ 


TRIPROLIDINE HYDROCHLORIDE 





Today’s most potent antihistamine . . . 
yet safe for your youngest patient 





a oo vat BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 
33 





THE LANCET ADVERTISERS’ ANNOUNCEMENTS 22 MARCH 1958 

























These are important features! 


* Rapid and intense antibacterial activity even in the presence of blood, 
pus and other tissue fluids. 


%* Less tendency than antibiotics and sulphonamides to give rise to 
resistant pathogenic strains. 


* Minimal tendency to provoke sensitization reactions. 


* Unimpaired activity against many organisms resistant 
to antibiotics, acridine compounds and other anti-infective 
agents. 


* Stable under normal conditions of use and storage. 


And these are the properties which immediately 
recommend ‘Brulidine’ as the ideal preparation 
for topical application in the prophylaxis and 


certain skin conditions. 


SUPPLIES a 


0°15% cream in tubes of 1 oz. ~~ 


and containers of 16 ozs. 


| 4 AN M&B BRAND 
MEDICAL PRODUCT 
es ®@ 


MANUFACTURED BY 
MAY & BAKER LTD 





NON-STAINING - NON-GREASY 





Detailed literature is available on request 


\édééddddeedddddededdddeddettg 


DISTRIBUTORS 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD DAGENHAM 
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SCIENTIFIC LISRARY 
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WHAT SETS THE GOALS OF PUBLIC 
HEALTH ? * 


Sir GEOFFREY VICKERS 
V.C., M.A, 


I ASK what sets the goals of public health. I do not ask 
how we choose them, for manifestly our choice is only one 
element in a manifold process. When we open our eyes 
to the scene around us, we find goals already set. Policies 
are being implemented, institutions are in action with all 
the historical momentum of buildings and establishments. 
Men are in mid-career. Budgets, even budget headings, 
have acquired prescriptive rights. This dynamic con- 
figuration is resistant to sudden change. So the most 
obvious answer to my question springs to mind at once. 
History sets the goals of public health. We influence 
them no more and no less than we influence the course of 
history. 

The process of interaction and mutugl adaptation 
which we call history is an obscure, though familiar, 
mystery. Looking into the future, we see a widening vista 
of possibilities. Tomorrow is almost committed; but 
next year, ten, twenty years hence, what might not be 
possible? Yet looking into the past, the vista seems to 
narrow from past to present. We see a thin line of 
actualities detaching itself from all that might have been; 
and those who will some day look back over what is now 
the uncommitted future will see the same. Of all that 
competes for realisation, only a tiny fraction is realised, 
and in the process it excludes a host of alternatives. The 
eternal enigma of history is, “‘ Why from all these possi- 
bilities did these, rather than any of the others, come to 
birth ?”” Somewhere in the answer to that question lies, 
among many other things, the scope and meaning of 
human initiative. 

Among the forces which make history, one of the most 
obvious is human need. Some would say that need sets 
the goals of public health. New needs emerge and evoke 
the measures which will satisfy them. At any moment, 
with a more or less significant time-lag, the goals of public 
health reflect the dominant needs of its time and place. 

This statement is not so simple as it looks. The needs 
which evoke response are those which are recognised as 
needs, and this process of recognition has odd features. 
Our culture accepts some conditions of living which in 
other epochs would have moved slaves to rebel—such as 
going to work on a rush-hour subway; and on the other 
hand insists on others which other epochs never thought 
of—such as having its bread wrapped in ‘ Cellophane ’. 
‘Why this particular selection of needs ? Again, we cannot 
satisfy all the needs we recognise. Our age, with public- 
health services more abundant and more active than in 
any before it, is probably more aware than any other of 
unsatisfied needs. How are they resolved, the conflicts 
between needs fighting for satisfaction? Are they resolved 
by human choice? And, if so, by what criteria ? 

In answering these two questions we discover how 
significant that time-lag may be. In 1946 the British 
*An address given at the School of Public Health, Harvard 


University, on Nov. 26, 1957. Published also in the New 
England Fournal of Medicine for March 20. 
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Parliament, with the.passing of the National Assistance 
Act, thought that it had destroyed the last vestiges of 
that “ New Poor Law” which the reformers of 1834 
expected to abolish destitution. Yet every page of the 
new statute reflects attitudes which are not responses to 
the future but protests against the past. It is not only 
soldiers who start each war perfectly equipped to win the 
one before. 

Previous ages had neither subways nor ‘ Cellophane ’, 
so they had no occasion to opt for or-against them. The 
thought suggests another. To some extent at least tech- 
niques set the goals of public health. For techniques not 
only enlarge our responses; they mould our expectations. 

Most obvious is the impact of therapeutic and preven- 
tive techniques. Pasteur set the goals of public health for 
many decades ahead. Every new technique, by opening 
a possibility, awakens a need—at least in our Western 
culture, where in matters of health we have a highly 
developed sense that whatever is possible for any should 
be available to all. 

Therapeutic and preventive techniques depend on 
industrial techniques. Apart from the techniques of the 
pharmaceutical industry, on which all chemotherapy 
depends, the engineering industry is the main executant 
of sanitation. Equally important are administrative 
techniques. Large-scale public works are possible only in 


_societies which are capable of administering them and of 


collecting and spending the money they involve, societies 
moreover which are tolerant of high taxation and of land 
requisition and which are accustomed to think in terms of 
social and geographical areas commensurate with the 
problems involved. 

These factors also limit the goals of public health. As 
we, looking back a few decades, see our societies at a stage 
which not only did not attempt but could not have 
attempted much that we regard as a matter of course, so 
a not so distant future age may see us enmeshed in 
limitations of administrative vision which we camnot yet 
discern. 

These limitations are manifold. Every executive 
authority concerned with public health is limited not only 
by money and technical skill but by the area of space and 
the span of time over which it is free to plan, and by its 
own past experience, which goes far to determine how it 
shall set about its new problems. And apart from these 
direct limitations, each authority is limited by its own 
current activity. For our powers of attention are limited, 
and the habit of placing something at the focus of our 
attention implies the habit of leaving other things in the 
periphery. 

Techniques limit us in yet another way. A techno- 
logical age expects to deal with its problems techno- 
logically. Consider the growing hazard of noise. To 
earlier ages the natural remedy would have seemed to be— 
to make less noise. That, I fear, would seem regressive 
and defeatist to us. So many alternatives are open. 

We might take to wearing helmets which excluded all noise 
absolutely. Dual—or better, triple—microphones round the 
helmet could be so devised that they could distinguish and 
reject sounds, however loud, which came from remote sources, 
admitting only those which arose nearby. We could thus 
converse in comfort, while the roads roared with machinery 
and the air screamed with jets. The helmets would be bad 
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for our hair; but we should not want hair if we were always 
to wear helmets. Medical technology would devise a painless 
and permanent method of depilating the scalp, and fashion 
stylists would have greater scope with our helmets than they 
could possibly have with our hair. Each incidental problem 
would offer a new opportunity for technology. 

Furthermore, we should have achieved a moral advance in 
at least two directions. By getting rid of our hair, we should 
have abolished one of those tiresome, hereditary differentials 
which conflict with our ideas of equality. And we should have 
enlarged the area of human freedom, by giving us new powers 
of choice in deciding to what we should attend. Above all, 
we should have again eluded the regressive, defeatist solution 
of saying No. The engineers would no longer be threatened 
by the limitation of what our ears would stand. Progress 
would have burst another barrier. 

To be exact, we should have avoided saying No in the one 
field where that word is unacceptable to us. Our impoverish- 
ment would fall only in areas of life which are—commercially— 
insignificant. 

If this forecast of a brave new world sounds fanciful to 
you, does it seem any more fanciful than the thought of a 
technological age deliberately choosing to be less active 
in order to be less noisy ? 

So let us add another to our list of goal-setters. Ideology 
sets the goals of public health. 

Needs, techniques, ideologies—these are names for 
aspects, dimly understood, of that mutually adaptive 
process which we call history. But among the interacting 
forces is one, unique and clearly identified—our individual 
human selves; no mere pointers recording the resolution 
of external forces but pointers dynamically charged, 
themselves contributing to the forces they record. We 
must determine our own role, if we are to complete our 
analysis of what sets the goals of public health. 


I 

This is perhaps the moment to question whether public 
health has any goals. Is it not governed rather by avoid- 
ing threats ? Let us not confuse ourselves by saying that 
a threat is only a negative goal. The psychologists have 
wrought havoc with lay thinking by popularising the term 
** goal-seeking ”’ as if it covered all purposive behaviour. 
It begins now to be widely recognised that threat- 
avoiding differs from goal-seeking in important ways. 
One of the most important is this. If I successfully seek 
a goal, I shall ultimately find it and then I shall discover 
whether I really like it. But if I successfully avoid a threat, 
I shall never experience it and so I shall never discover 
whether it was worth avoiding. 

Threat-avoiding bulks large in our individual motiva- 
tion; and I fancy that it plays an even larger part in the 
collective decisions of larger and less coherent bodies. In 
individual motivation the psychologists tell us how much 
of our behaviour is directed to avoiding what we recognise, 
often unconsciously and often wrongly, as a threat. The 
landmarks of political, economic, and social history are 
the moments when some condition passed from the 
category of the given into the category of the intolerable. 
The welfare legislation of Great Britain is based on a 
report which identified “five giant evils” as goals for 
attack—disease, unemployment, ignorance, squalor, and 
want. I believe that the history of public health might 
well be written as a record of successive redefinings of the 
unacceptable. 

It is safer, mone the less, to assume that public health 
knows goals as well as threats; but it is not safe to assume 
that these are interchangeable—positive and negative 
ways of saying the same thing. 


. 


In any case, goals and threats are not ultimate governors 
of behaviour; on the contrary, they are the most super- 
ficial of all. Much of the confusion which surrounds the 
discussion of ends and means comes from the fact that 
a “‘ goal” or “end”, if it is attainable once for all, is 
never more than a “means” to maintaining some 
relationship which must always be sought anew. My 
dinner is a “‘ goal’, something I seek and either find or 
do not find; but it is only a means to maintaining that 
rate of metabolic exchange which must be maintained 
through time as long as I live. The specific goals we 
pursue—lI will call them objectives—are always means to 
attain or preserve some relationship, internal or external, 
which we need or think we need. The specific threats we 
seek to escape are threats to some relationship, events 
which we think might strain the relationship perhaps 
beyond repair. These continuing relationships I will call 
norms. We seek to maintain them; when we deviate from 
them, we seek to return. But they have thresholds beyond 
which we may not—or think we may not—deviate with- 
out disaster, thresholds which in the clearest cases mark 
points of no-return; and these I call limits. 

Physiologically, our needs for food and drink and air 
fall readily under these descriptions. They are relation- 
ships with the environment; they have an optimal 
position and they have thresholds beyond which they 
cannot deviate without disaster. Our psychological and 
social needs, so far as we can discern them, seem to be 
of the same kind. “ To be secure,” “ to be successful,” 
“to be happy ” are relationships which no one expects 
to attain once for all. 

Health is clearly a norm, not a goal, according to this 
terminology—a relationship not to be attained once for 
all but ever to be renewed. Disease is a deviation from 
this norm and includes a series of limits beyond which 
irreversible change takes place, the most dramatic being 
death. 

This is not the normal meaning of health and disease. 
The constitution of the World Health Organisation does 
indeed define health as a state of complete physical, 
mental, and social wellbeing and not the mere absence of 
disease or infirmity. But who is to define for each indi- 
vidual that state of multiple excellence which under this 
definition would constitute health for him? It is easier 
to equate the norm with the normal and to count as 
disease only what falls below this assumed level of 
normality. Yet few, I think, would quarrel with the 
implication of the W.H.O. constitution that health is a 
form of individual excellence. 

It is common today to describe -human striving in 
terms of tension reduction, and this serves well enough to 
describe the norm-seeking and limit-avoiding which I 


regard as the basic governors of our activity. But it is not 


always remembered that our norms and limits are to some 
extent self-set. The architecture of our expectations 
determines the operative tensions, whether positive 
(between what is and what we think “ ought to be ”’) or 
negative (between what is and what we think “ ought not 
to be ”’), and the process of adaptation consists no less in 
the redesigning of our own expectations than in the 
manipulation of our environment. 

There is an intimate mutual relationship between these 
two processes. The development of the automobile did 
more than provide us with new means to satisfy our needs. 
It set new needs, new expectations, new norms of 
mobility, even new limits of unacceptable immobility. 
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The essential character of industrial expansion and the 
root of its basic instability is precisely that it creates and 
continually . changes the expectations to which it is 
supposed to minister. Commercial advertising is socially 
significant not as a medium for proposing and indirectly 
defining the specific objectives through which our expec- 
tations can be satisfied, but rather as a means of setting 
and constantly resetting the expectations themselves. 

The process by which we set and revise our governing 
expectations is obscure, largely unconscious and 
immensely important. Consider in how short a time the 
United States has developed among a population so large 
and so diverse that wide conformity of expectation which 
is understood by the American Way of Life. I do not 
seek to explore that astonishing achievement here. It may 
serve to illustrate the fact that the character and coherence 
of a society or of an individual personality is largely a 
function of its governing expectations, the norms and 
limits which describe its setting as a dynamic system; 
and that the crucial task of adaptation is the adjustment 
of this inner architecture so as to maintain effective 
contact with the environment without losing that inner 
balance of forces whereby the individual. or the society 
hangs together. 

The process of history is a process of mutual adaptation. 
Every organism and every society is a dynamic system, 
an ever-shifting balance of forces, and it has continually 
to solve a double problem. It has to regulate the inter- 
action of its inner forces whereby it hangs together; and 
it has to regulate the interaction between itself as a whole 
and its environment. Neither configuration is infinitely 
plastic; each can be changed only within limits and 
notably within limits of time. Thus the creature must 
learn to find the food it can digest or learn to digest the 
food it can find; and it survives only so long as it can find 
a viable compromise between its needs and its oppor- 
tunities 

I invite you, then, to consider our behaviour in the field 
of public health as one aspect of that historical process in 
which we are engaged, a process of adaptation in which, 
consciously and unconsciously, we continually modify 
both our external environment and our inner system of 
expectations—behaviour which can be defined at any 
given moment in terms of the relationships which it is set 
to maintain and the limits which it is set to avoid, but 
which is as much and as properly concerned with 
redesigning its norms and limits as with modifying its 
external environment. It is within this process, still 
largely blind, that human initiative plays whatever may 
be its part and thus takes a hand in setting ‘the goals of 
public health. 

I hope I have made it clear that I regard the process by 
which these goals are set as largely beyond our control— 
largely but not wholly. Our conscious contribution, 
though limited, may be crucial. To explore its possibilities, 
I will consider the kind of situation in which it seems most 
operative—that is, in the taking of comcrete decisions. 

Suppose someone has to decide whether a particular child, 
at present neglected and ill-used, should be given institutional 
care or left in its ill-found home. The decision is taken within 
a framework of half-conscious value judgments as to the 
relative importance of children’s rights and parental rights; 
the proper limits of official interference; the effect on children 
of separation from parents at different ages; the merits and 
demerits of institutional as against familial care and so on. 
These judgments reflect the governing expectations of the 
deciding minds at the time, the norms and limits by which 


they are regulated, their “ setting ’’, if you find it convenient 
to regard them as dynamic systems. 

But within this framework of norms and limits there 
operates a set of practical considerations of a very different 
kind. Is there a place in a suitable institution? Will it be 
wanted for some other more urgent case ? What is the quality 
of institutional care available here and now? The answer to 
the particular case may well be given by these practical 
considerations alone. 

But the particular case is by no means all that is being 
decided. It serves to confront today’s expectations with 
today’s possibilities and thus to release into the stream of 
policy-making the consciousness of a disparity, a maladaptation. 
The institutions available now were built in response to the 
felt needs of an earlier decade. Today’s revised intuitions of 
need will not be realised in terms of buildings, budgets, staff. 
training, and the rest for some decades to come. They are 
already muted by the past; for our inherited institutions have 
themselves contributed to our current ideas of what institu- 
tional care connotes; and our revised ideas, on the way to 
realisation, will have to fight for their lives against other 
equally valid intimations in totally different fields, which 
compete with them for resources, space, skill, and attention. 
Yet it seems to be through the deciding of concrete cases 
today that we crystallise the insights and the discontents which 
mould the standards and the institutions of tomorrow. 

I have taken this cursory look at the historical process 
in the hope of discerning where human initiative comes in. 
So far the answer is far from clear. All decisions, it seems, 
are choices between a limited number of specific alterna- 
tives, all sometimes highly unwelcome. They challenge 
us first to distinguish these alternatives and to evaluate 
them. They challenge us further to inquire how those 
choices came to be posed and to consider through what 
inner and outer adjustment they may be answered more 
acceptably in future. The possibilities in this second field 
are, I think, the wider; and it is chiefly through them in 
my view that we have the power to take a hand in setting 
the goals of public health; and not the pewer alone but 
also a duty and a need of unusual intensity today. 


oo 

For public health in our Western culture would seem 
to be at a crossroads. For a hundred years it has been 
concerned mainly with the age-old threats which beset a 
species not too firmly established on the Earth—the 
threat of deficiency in our basic metabolic needs for 
enough food and rest; the threat of competition from 
the only other genus which still disputes with us for 
mastery of the planet, the bacteria. In its battle with 
deficiency and with infection public health achieved 
spectacular success. True, that success does not look so 
final today as it did twenty or thirty years ago. The world 
still contains many undernourished people and it is not 
clear that their numbers will be less a hundred years 
hence. Bacteria and viruses become resistant to our 
present methods of attack and continually threaten us 
anew. The fact remains that Western societies are less 
preoccupied than ever before with the control of deficiency 
diseases and infectious diseases. 

They are, however, no less concerned with disease. 
Metabolic disorders, mental disorders, disorders of excess 
rather than deficiency, have risen in importance as others 
have declined and with these we are at present less well 
equipped to deal. Our hazards from excess range from 
excessive nuclear radiation, through excessive smoking to 
the excessive consumption of ice-cream—products which 
have in common the fact that their superabundance is our 
own doing. Even the still obscure concept of “ stress ” 
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as a cause of mental ill health connotes excess—the impact 
of more challenge than the organism is able to bear. 

A technological age was well equipped to partner public 
health in its attack on the deficiency diseases and the 
infectious diseases. Even where the new hazards were 
partly the creation of industrialisation, as in the growth 
of mammoth cities, industrialisation had the tools to 
remedy its own defects. It was as much at home providing 
a water-supply and a sewerage system as in building a 
hydroelectric power station or an arterial road. It was 
possible for Lewis Mumford in his Technics and Civilisa- 
tion to describe the evils of industrialisation as merely 
features of an eotechnic age. 

Today it is far from clear that a technological age is as 
well equipped to partner public health in the next stage 
of its journey. On the contrary, it is likely in my view 
that the requirements of public health will cut ever more 
sharply across the valuations of an industrial age. What 
matters most to human wellbeing in the coming decades 
may well be conditions which industry cannot provide 
and is in fact chiefly instrumental in denying. 

These changes will affect every aspect of public health. 

Public health, as I see it, has three main concerns— 
with health services; with health conditions; and with 
the concept of health itself. In all three fields it faces 
important tasks of revaluation. 

In Britain the introduction of a national health service 
has helped to clarify our thinking about health. At one 
point it was widely, if half-consciously, held that a health 
service was a self-limiting service. When the demands of 
health were fully met, there would be nothing more to 
do. Indeed, better preventive services might in time 
reduce the total resources needed to provide optimum 
health for all. It is clear, I think, that health services are 
not self-limiting in this sense. The amount of effort 
which can plausibly be devoted to the health of the 
individual and the community increases with every 
scientific development and will, I think, increase 
indefinitely. Thus the services which might be provided 
may well continue to exceed, perhaps by an ever-increasing 
margin, the services which can in fact be provided, since 
the total will be limited by the amount of resources avail- 
able, having regard to conflicting demands. Consciously 
or unconsciously we shall still have to decide what is to 
be the total volume of resources devoted to public health 
and how it is to be distributed between different services, 
different needs, and different classes of beneficiary—for 
example, between the young and the old. These decisions 
will grow harder, not easier, with the passage of time. 

Public health has always been especially concerned with 
preventive medicine; and here its function has been to 
establish the conditions of health primarily in the 
physical environment but also in the structure of society 
and of the individual personality. To change, for 
example, social attitudes towards mental illness or indivi- 
dual attitudes towards prenatal and postnatal care is to 
change the conditions of health, no less than to lay a 
water-main. Here it would seem that a much wider field 
is opening. 

Current American culture is sometimes criticised by 
American social psychologists on the ground that it 
builds up and sanctions too many expectations which it 
does not allow to be satisfied and thus produces more 
frustration than most people can safely take. However 
this may be, it is clear that the culture and structure of 


society, including the many subcultures of which it is 
composed, set conditions which are potent for good and 
ill. These conditions are not under the control of public 
health but they are not beyond its influence and its 
criticism. 

For public health has a unique opportunity, as well 
as a duty, to clarify our understanding of health and 
disease and hence our attitude towards it, and this field 
clamours to be further explored. Even the etiology of 
those disorders which have hitherto been most prominent 
is far from fully understood; still more obscure is that 
of the diseases which claim priority today. The distribu- 
tion of disease, even within the crude categories of our 
present statistics, is full of oddities. In Britain, though 
infant mortality has vastly declined over the past fifty 
years, the relative differential between the rates in different 
income-groups has not been reduced but has, if anything, 
increased. Why? Schizophrenia is known to have a 
genetically predisposing cause; yet its reported incidence 
in the lowest income-group is many times that in the 
highest. Why? Such challenging enigmas could be 
multiplied, I expect, among American statistics, as 
among British. 

These thoughts arise only from the indices we at 
present use. But we have no reason to think that our 
present classifications of people are the most significant. 
We badly need a more adequate classification of human 
types—and perhaps of human situations also. 

This again may give us a new idea of the conditions of 
health. We already know, though it is easy to forget, 
that a “ society ” at any moment of time contains people 
of two sexes and all ages; and that the health of each of 
these is a condition to be preserved through the span of 
a lifetime. Add to this that these people consist not 
merely of an “ admired type’, and varying degrees of 
deviation from it, but of a wide variety of types, each of 
which can claim the respect we accord to the normal. 
To do justice to all these diverse claims calls for a concept 
of the conditions of health more penetrating than any 
we use now. 

So let me add another answer to the question which 
we are asking. I would like to think that in so far as the 
goals of public health are consciously set, they will be 
set increasingly by practitioners of public health and 
especially by physicians, epidemiologists, and social 
scientists working together, with the more abundant 
techniques and data now available to us, to disentangle 
more clearly the nature of that dynamic balance which we 
should recognise as health and the conditions which 
favour or threaten it. 

IV 

There are, I suggest, three contributions which public 
health can thus make to the setting of its own goals. It 
can evaluate health by the criteria which we currently use. 
It can criticise these criteria and thus help to deepen and 
refine them. And it can explore those processes of 
decision by which public-health policy is defined and 
implemented. 

The first is a familiar function. Public health is at 
present measured largely by statistics of mortality and 
morbidity. Even these rough indices, as I have already 
mentioned, disclose differences between localities and 
categories of people and changes with time which we 
cannot explain and which challenge us to research. 
Moreover, this information, at least in Britain, is analysed 
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today under categories which are almost certainly less 
adequate than they need be. This is serious; for the 
categories under which information is gathered are 
immensely important. They not only influence what we 
think about; they limit what we can think about. 

There is thus much to be done in interpreting our 
simplest indices and in-refining the tools and the methods 
whereby we work on them. 

Next, there is much scope for refining those criteria 
of breakdown which we regard as indices of ill-health, 
individual or social. Already we use many beyond those 
basic figures of mortality and morbidity which not long 
ago would have seemed an adequate measure of public 
health. Alcoholism and drug addiction, crime and 
perversion, are readily used as indices of breakdown; but 
how to interpret them? Shall we seek the cause in the 
nature and history of the individual or in the structure 
of society? In reaction against the long centuries -in 
which the criminal, the drunkard, the addict, the pervert 
were regarded as enemies of society, we tend today to 
assume that they are its victims. Fromm and Kardiner 
have used such statistics to impugn the health not of the 
individuals concerned but of the society which destroyed 
them. 

Clearly, these indices and their interpretation are the 
concern of public health. Clearly, too, their interpretation 
is more complex than a decision whether they indict the 
individual or his society; for the interaction between the 
two is far too subtle and involved to permit any such 
simple alternative. 

And here, I think, we are helped by another important 
change in our approach to health. It seems to me that 
Western medicine is at last getting around to the question 
which patients have always asked but which hitherto only 
witch-doctors have taken seriously. This is the question— 
““ Why me?” 

Smitten by accident or disease, the savage, as I understand, 
asks—“‘ Why me? Granted that boughs fall and snakes bite, 
why should I be the victim, rather than another?” The 
question would have seemed trivial to the public health of 
only a few decades ago. Suffice it to eliminate, so far as may 
be, the risks from falling boughs and biting snakes or their 
equivalent in our day, What matter whether A or B is the 
unlucky one? It makes no difference to the statistics. Yet 
medicine has always known that immunity and vulnerability 
are in some measure characteristics of the individual. In its 
attack on the infectious and deficiency diseases, medicine is 
increasingly concerned to build up the inner immunity of the 
individual, rather than to eliminate the risk from the environ- 
ment; and the study of individual variations in immunity is 
an increasing part of medicine’s activities. 

Vulnerability is the opposite side of the same penny. The 
study of psychosomatic disease leads medicine to view an 
increasing field of illness as highly individual behaviour, the 
response of a particular person to a situation to which he is 
vulnerable. Even having an accident is coming to be regarded 
as a form of such behaviour. The concept of accident-proneness 
plays an important part in industrial medicine and its explora- 
tion provides ever more material to answer the question— 
“Why me?” 


The concept of immunity and vulnerability as a 
characteristic of the individual applies no less to mental 
health and mental disorder ard may find here its most 
important developments. We assume that here also there 
is need of a dual approach—on the one hand, to reduce 
the hazards of the environment; on the other, to increase 
the immunity of the individual. But we know much less 





about the meaning of either term. “ Stress’”’, in the 
psychiatric as distinct from the physiological sense, is 
a very imprecise concept; and equally unsure is our 
understanding of the conditions which make the individual 
relatively vulnerable or immune to it. Even a small 
enlargement of our understanding here .would alter our 
concept of health. 

In the field of mental health it seems unlikely that we 
shall suffer in the near future from lack of hazards. It is 
the more important that we should get a better under- 
standing of the nature of immunity. This, it would seem, 
is a function of the way in which the individual organises 
his experience on the one hand and his expectations on 
the other—if you will allow that word “‘ expectations ” 
to stand for all those norms and limits which define the 
setting of his system. The two must be so related that 
the individual can remain internally coherent and exter- 
nally effective—I would say “ adaptive”, if that word 
had not acquired so one-sided a connotation. 


Psychiatric literature is full of warnings against 
allowing our governing expectations to diverge too sharply 
from the realities of the world in which we live. Socially, 
it may be even more disastrous if they diverge too little, 
for it is precisely through our sense of this’ divergence 
that we exercise over event whatever initiative we can 
win. Every adaptive society must have its protestants, 
for protest is the mainspring of any adaptation that is 
not purely passive. And since the protester gets more 
than his share of stress, he needs more than his share of 
immunity. 

We need, then, a concept of health which will take 
account both of the individual’s ability to live in his 
society without breakdown and of his ability to resist its 
pressures. We are still so far from this that laymen at all 
events do not clearly distinguish the immune from the 
well-adapted or even from the conformist. Yet, if we 
had an adequate idea of what adaptation means, we 
should, I think, recognise the distinction as crucial. The 
agents of adaptation are not those who are commonly 
called well-adapted, still less are they the conformist; 
they are those who can carry within themselves without 
injury a more than usually large measure of tension— 
tension between the norms of individual and social 
experience, between the “is” and the “ ought to be”, 
between the present and the future; in a word, those 
who have a high degree of immunity to the pressures 
which threaten our mental health. I have no doubt that 
such a concept of health and its conditions would 
incidentally give a new clarity to our understanding both 
of individual freedom and of the process of democracy; 
for both freedom and democracy seem to me to be 
limited in extent and quality by this elusive factor. 


Finally I suggested that it was within the field of 
public health to explore those processes of decision whereby 
the policy of public health is defined and implemented. 
These processes are important, because in them the 
process of adaptation breaks the surface of consciousness 
and becomes open to analysis at a new level. If we 
observed the behaviour of officials and politicians, of 
committees and pressure groups, in the making of some 
policy, might we not get some more precise insight into 
the way in which the disparate forces I have noticed 
combine to set the goals of public health ? 

Such a research, which would be difficult to design 
and to execute, would, I think, land us in successive 
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areas of doubt, each more recalcitrant but also more 
fruitful than the one before. 

First, we should find, I hope, that the decision which came 
out of the deciding minds bore some relation to the information 
which went in; and we should confront the problem how to 
make available to policy-makers, predominantly lay, the 
knowledge and attitudes of rapidly expanding sciences. 

Secondly, we should find that the decision which emerged 
was a choice between a few specific alternatives; and we should 
be led to ask how these alternatives were selected and why 
others were ignored. We should encounter the enigma of 
attention. 

Thirdly, we should observe that the alternatives between 
which the policy-makers chose were disparate. In that 
budgeting of resources which underlies all decisions, they have 
to weigh against each other short-term proposals and long-term 
proposals, preventive proposals and therapeutic proposals. At 
one level a pediatric project is competing with a geriatric one. 
At another level a whole public-health programme is fighting 
for a place in the national budget with something as disparate 
as a hydrogen bomb. How in the world do the policy- 
makers weigh against each other alternatives so different in 
character ? 

We should observe men in the process of answering 
that critical and ubiquitous question—‘‘ what matters 
most now?” And we should thus observe valuation in 
action. 

And here we should find that the alternatives which 
these men were comparing with each other were by no 
means so simple or so stable as they appeared. No issue 
ever is or ever ought to be decided “ on its merits ”’, if 
that is taken to mean “ without reference to its reper- 
cussions on other issues which its decision will affect ” 
The views people take of an issue depend on how they 
“see” it. It cam be seen as part of many different 
questions; people will see it as part of those questions 
which most concern themselves. They cannot be proved 
wrong; they can all be proved right. So what? Does 
valuation dissolve in discrimination, and is discrimination 
simply a matter of what you fancy ? 

Perhaps research would throw some light on these 
questions. They are important and they are real. One 
thing I am sure it would tell us. The way we see the 
question depends very much on the kind of question we 
are accustomed to deal with. Our society is run by people 
who are accustomed and professionally trained to see 
and answer technological questions and financial questions 
and legal questions and administrative questions. Only 
very few people are accustomed and _ professionally 
trained to see and answer human questions about people 
as people. We may be thankful that their number is 
increasing, for this imbalance cannot fail to distort the 
goals of public health. But this alone is, I think, a very 
small part of the answer. 

I have suggested a few of.the many ways in which we 
can hope to deepen our knowledge of ourselves and of the 
processes of which we are part—of all fields of knowledge 
the most intractable and the most important. I believe 
that this knowledge will never equal the other sciences in 
giving us the power to predict, but that it can none the less 
promise something different and far more important— 
a greater power to understand. And it is this which in 
the end will determine how much and how wisely we 
can contribute to the seeking of our own health. Tyrants 
may shout orders, within us and without; but the voice 
we obey in the end speaks very quietly in the indicative 
mood. 
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THE usual standards for the normal basal metabolic 
rate (B.M.R.) in clinical work are those of Aub and Du Bois 
(1917). Robertson and Reid (1952) showed that these 
are, inapplicable in this country, and provided alternative 
standards, which are not yet, however, widely used. The 
present study, in which the two reference standards have 
been compared in-the diagnosis of thyrotoxicosis, suggests 
that these new standards should be generally adopted. 
Many workers have commented on those thyrotoxic 
patients whose B.M.R.s lie within the normal range, and a 
special study has been made of this group. 


Materials and Methods 

The B.M.R. was estimated in 209 people by the same 
experienced technician using a Benedict-Roth apparatus. 
All were admitted to hospital and were given 200 mg. of 
butobarbitone twelve hours before each test. The estima- 
tions were done in duplicate on two successive days and 
the lowest of the four values was accepted. The results 
were expressed as the percentage deviations from the 
normal means in terms of Robertson and Reid and Aub 
and Du Bois standards. 

In 116 cases (35 non-toxic, 81- toxic) the diagnosis was 
definite on clinical grounds and confirmed by radio-iodine 
studies. In 93 cases (38 non-toxic, 55 toxic) the diagnosis was 
classified as doubtful, the criterion for inclusion in this group 
being that diagnostic doubt had been present in the mind of 
at least one hospital physician to such a degree that he con- 
sidered radio-iodine studies were necessary to establish the 
diagnosis. All cases in this group, which is termed “ initially 
doubtful ” in table 1, were assessed clinically in the conven- 
tional manner and also by the application of statistical dis- 
criminant analysis to the clinical features of each case, as 
described by Crooks, Murray, and Wayne (1957). Radio- 
iodine studies, consisting of the four-hour uptake of radio- 
iodine and the forty-eight-hour plasma protein-bound radioac- 
tivity, were carried out in each case in addition to the B.M.R. 
estimation. On the basis of all the available evidence a pro- 
visional diagnosis was reached. In all cases where diagnostic 
doubt remained after full investigation, a therapeutic trial with 
an anti-thyroid drug was carried out. In the “ doubtful” group 


TABLE I—ACCURACY OF DIAGNOSIS 
































fa Diagnosis correct by 
No. 
Initial Final . 
of Aub and Du Bois 
diagnosis | diagn diagnosis | cases | Robertson 
and Reid 
| +10% | +15% | +20% 
Definite Toxic 81 | 79 (98%)| 75 (93%)| 68 (84%) |58 (72% 
| Non-toxic) 35 | 31 (89%)| 33 (94%)| 33 (94%) [34 (96% 
| Total | 116 |110 (95°2)|108 (93%)|101 (87%) |92 (79%. 
Doubtful | Toxic 55 | 41 (75%) 29 (58%) 21 (98%) |14 (25%) 
| Non-toxic 33 (87%)| 36 38 (100%)|38 (100%) 
| Total 33 | 24 (80%)) 65 70°) 59 (63%) 52 (56%) 
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TABLE II—10 THYROTOXIC PATIENTS WITH B.M.R. WITHIN THE 
NORMAL RANGE (ROBERTSON AND REID): RATE BEFORE AND AFTER 
THERAPY 











B.M.R. (%) 

Weight Therapy (Robertson and 

(compared Reid) 
Patient with J _ 
no. | average for | | } 

height Type Euthyroid yaa | Stes 

and age) after | ment | ment 

1 —-16% | Radio-iodine | 20 weeks +11 —24 
2 —22% . age +4] -7 

3 —28% | ys * Seen eee —10 
4 16% | we 1146 , | +8 -5 
5 +10% Methyl thiouracil | 8 ,, +14 +6 
6 a 3% | ” | 12 ”» +8 6 
7 +4% | Potassium perchlorate| 24 ,, | +3 —7 

8 - 3% | ” | 16 ” | +12 | 13 

9 —13% a a eee ae & 12 
10 | -—2% | + 6. o 4388 —5 

| 








the final diagnosis was established only after the results of 
therapy were known. 

10 patients with B.M.R.s within the normal range, but in 
whom all other evidence pointed to thyrotoxicosis, were given 
anti-thyroid therapy as shown in table 11. Patients 1, 2, 3, and 4, 
who received radio-iodine therapy, were assessed clinically each 
month, and when they were euthyroid the B.M.k. was repeated. 
In the remaining patients, who received anti-thyroid drugs, the 
B.M.R. was estimated at fortnightly intervals until they were 
clinically euthyroid. 

Results 

The results in the 209 subjects are shown in table I. 
It is clear that, in patients in whom there was never any 
clinical doubt, the Robertson and Reid standards (95% 
correct diagnoses in 116 cases) possess no advantages over 
the Aub and Du Bois standards, taking the upper limit 
of normal of the latter as + 10% (93% correct diagnoses in 
the same cases). The comparable figures, using + 15% 
and +20% as the upper limits (Aub and Du Bois), were 
87% and 79% respectively. 

The greater value of the Robertson and Reid standards 
is apparent in the results in the group in which there was 
diagnostic difficulty (table 1). 80% of 93 such cases were 
correctly diagnosed by B.M.R. estimations using the Robert- 
son and Reid standards, compared with 70% using Aub 
and Du Bois standards, taking the upper limit of normal 
of the latter as +10%. The latter standards became 
progressively less useful when higher upper limits 
(+15% and +20%) were used. The greatest dis- 
crepancy between the two standards was in the group that 
contained initially doubtful cases finally shown to be 
toxic. Three-quarters of these were correctly diagnosed 
by B.M.R. estimations according to the Robertson and 
Reid standards, while only a half (upper limit +10%), 
or a quarter (upper limit + 20%) were correctly diagnosed 
when the Aub and Du Bois standards were used. 

Of 10 toxic patients whose B.M.R.s lay within the normal 
range—the mean value was +10-2% (Robertson and 
Reid)—the B.M.R. fell in all after treatment to a mean 
value of —8:3%. This reduction in the B.M.R. is illus- 
trated in the figure. Patient no. 1 (—24%) was the only 
one whose B.M.R. fell below the lower limit of the normal 
range (Robertson and Reid). Neither this patient nor 
any of the others had clinical or laboratory evidence 
of hypothyroidism. 


Discussion 
Over many years, estimation of the basal metabolic rate 
has been a standard method of assessing thyroid function. 
With the advent of more recent diagnostic procedures, 
such as radio-iodine tests, its usefulness has been ques- 


tioned. There are, however, some occasions when radio- 
iodine tests may be unreliable—for example, after the use 
of anti-thyroid drugs (Foote et al. 1952), operations 
(Silver et al. 1955), or radio-iodine therapy (Ansell et al. 
1951). In such circumstances B.M.R. estimations have 
their greatest value. 

The conflicting opinions about the usefulness of the 
test arise from variations in technique, in selection of 
cases, and in standards used. 


Variations in Technique 

Using a less satisfactory technique than in the present 
series and applying the Aub and Du Bois standards, 
Goodwin et al. (1951) showed that there was a poor 
correlation between the results of B.M.R. estimations and 
the final diagnoses in a series of cases of suspected thyro- 
toxicosis. On this basis the defects of the B.M.R. as a 
diagnostic procedure were emphasised by Wayne (1954). 

The technique used to determine B.M.R. in the present 
series is a compromise between that of Robertson (1944) 
and Boothby et al. (1936). 

Robertson advocated repeated estimations until the second 
of two duplicate readings differed by no more than 5% from 
the first duplicate on the same day. Boothby et al., on the 
other hand, to eliminate the effect of training, took as their 
basal level the first determination. They argued that it is not 
practicable to obtain true B.M.R.s in Clinical practice. We agree 
with this opinion, but also with the criticism of Robertson 
(1944) that nervous tension is not uncommon at the initial 
test, particularly in thyrotoxicosis, and that initial readings are 
commonly higher than later readings. 

The technique we have described meets in part those objec- 
tions while remaining a practical diagnostic procedure. Much 
confusion could have been avoided if the term “ standard 
metabolic rate ’’ had been substituted in the past for “‘ basal 
metabolic rate ’ as suggested by Boothby et al. (1936). 


Selection of Cases 

It should be noted that 9 of 73 non-toxic subjects had 
raised B.M.R.s according to the Robertson and Reid 
standards. This is in striking contrast to the results of 
Keating et al. (1950) who found that only 49% of proved 
euthyroid patients had B.M.R.s within their normal range 
of +13% (Aub and Du Bois). This discrepancy, in which 
the use of the different standards plays no part, arises 
from their deliberate inclusion of a number of euthyroid 
patients with diseases in which the B.M.R. often lies 
outside normal limits. This illustrates the profound effect 
which varying selection of cases can have on different 
workers’ results. Another example of the effect of selec- 
tion of cases is the varying proportion of obvious and 
doubtful cases of hyperthyroidism in different series. This 
is shown in table 1, where a diagnostic accuracy of 98% 
for frankly toxic cases falls to 75% when only cases 
presenting diagnostic difficulty are considered. The data 
are presented in their present form in an attempt to avoid 
this fallacy. 
Reference Standards 

The most important factor which gives rise to disagree- 
ment concerning the diagnostic accuracy of B.M.R. 
estimations is the use of different reference standards. 

In an admirable review of this subject, Skanse (1949) 
points out that in various series the upper limits of normality 
have been +10%, +12%, +13%, +15%, and +20% of 
the mean standards laid down by Aub and Du Bois (1917). 

As a result of observations on variations of the B.M.R. in 
thyrotoxicosis before and after treatment, Robertson and Reid 
(1952) concluded that the standards of Aub and Du Bois were 
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too high for this country because of either population differ- 420- 
ences or differences in technique, or a combination of both. ® Before treatment 
Accordingly they produced new standards for the basal @ After treatment 
metabolism of normal people in Britain based on a study of _, ™ 
987 males and 1323 females aged between 3 and 80 years. x 
Their normal ranges for age and sex were calculated on the @ +104 4 
basis of +2 s.p. from the mean values (about + 15%). Each « 
case in our series has been assessed on the basis of these normal « +54 J 
ranges. An estimate of B.M.R. expressed in terms of these s 
standards will be about 10% higher than an estimate based on Q 
those of Aub and Du Bois. 3 O- . 
Accuracy of Diagnosis & al J 

The use of the British standards in the present series —_ 
has produced an improvement in the diagnostic accuracy s ‘al | 
of the B.M.R. estimation in cases of clinical diagnostic & 
difficulty. This is best seen in the cases of this group > 
finally shown to be toxic, where the diagnosis was correct x = 
in 41 of 55 subjects when Robertson and Reid standards 
were used, but in only 29 of 55 when the lowest percentage 24 s 
deviation (+ 10°) from the mean Aub and Du Bois stan- , 

- 254— r 


dards was used. It must be admitted, however, that the 
standards of Robertson and Reid possess no diagnostic 
advantage over those of Aub and Du Bois when the non- 
toxic cases of the important “‘ doybtful group” are 
considered. Use of the Aub and Du Bois standards 
(+10%) led to a correct diagnosis in 36 of the 38 cases, 
in which Robertson and Reid standards led to correct 
diagnosis in only 33. It is generally accepted that technical 
errors in B.M.R. estimations tend to produce results which 
are falsely high. 

Such errors are most likely to result in misdiagnosis 
when very nervous patients, wrongly suspected of thyro- 
toxicosis, are being tested. These circumstances would 
operate in favour of the Aub and Du Bois standards in 
diagnosing non-toxicity, since estimations of B.M.R. based 
on these standards are 10°% lower than those based on the 
Robertson and Reid standards. The slight advantage of 
the Aub and Du Bois standards in the diagnosis of non- 
toxicity in the present series can be explained on this 
basis, but does not compensate for their deficiencies in 
diagnostic accuracy when subjects are toxic. In the latter, 
especially in mild cases, the Aub and Du Bois standards, 
since they are higher, will produce a greater number of 
B.M.R.S ‘within the normal range. The elimination of 
technical errors in estimations, while increasing this 
tendency, is to the advantage of the Robertson and Reid 
standards. 

For example, Fraser and Nordin (1955) found that “‘ sleeping 
metabolic rates’ of nervous people fell within the normal 
ranges of the Robertson and Reid standards, though their 
metabolic rates while awake were above these ranges. The 
“* sleeping metabolic rates ” of their thyrotoxic patients did not 
fall below the upper limit of normal (Robertson and Reid) but 
some would have been normal if the Aub and Du Bois stan- 
dards had been used. 

It is felt, however, that the advantages of their procedure 
over that described in the present study are not commensurate 
with the labour involved and the inconvenience to the patient. 
In the same way the adoption of the open-circuit method of 
estimating the B.M.R. (Fowler et al. 1957), as advocated by 
Keating (1957), would, by diminishing the effect of technical 
errors, increase the number of normal cases falling within the 
normal limits of the Robertson and Reid standards. 

An objection to the diagnostic use of B.M.R. estimations 
is the occurrence of “ extrathyroidal-hypermetabolism ”’. 
In our experience such states do not in practice give rise 
to diagnostic difficulty, since they are readily recognised 
and excluded. On the other hand, hyperthyroidism can 
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Changes in B.M.R. following therapy in 10 thyrotoxic patients with 
initially “ normal” B.M.R.s. 


exist in association with a “‘ normal” B.M.R., as can be 
seen from thé results of the present series, in which 16 
of 136 toxic patients had B.M.R.s in the normal range. 
(Robertson and Reid). As Means (1937) pointed out, this 
may happen when the patient’s B.M.R. in health lies at the 
lower limit of the normal range. This opinion was also 
held by Bartel (1950), who reported that 8% of 1000 
hyperthyroid patients had B.M.R.s less than +20% (Aub 
and Du Bois), and that following partial thyroidectomy 
some of these cases had a low B.M.R. without evidence of 
hypothyroidism. This explanation gains further support 
from the changes in B.M.R. following therapy (figure and 
table 11) in 10 cases of the present series, in all of which 
a normal B.M.R. was associated with undoubted thyro- 
toxicosis. When these patients became euthyroid, their 
B.M.R.S in health were at the lower limits of the normal 
range. 

An alternative reason for this association may be considered 
in patient no. 5, who, though thyrotoxic, was 10%, above her 
average weight for age and height, and in patients 6, 7, 8, and 
10, who had weights closely approximating to the average. 
As long ago as 1922, Boothby and Sandiford suggested that 
heat-production is proportional to the active protoplasmic mass 
of the body, and that this in turn is related to surface area. In 
view of the fact that depot fat has a very low rate of oxygen 
utilisation (Krebs and Johnson 1948), increase in fat will result 
in an increase in surface area without a proportionate change 
in basal oxygen consumption. This effect of depot fat on the 
B.M.R. as calculated from surface area has also been recognised 
by Keys and Brozek (1953) and Bernstein et al. (1956). It is 
possible, therefore, that in the above 5 patients who gave a 
history of weight-loss, but were previously obese, much excess 
adipose tissue still remained at the time of the B.M.R. estima- 
tions. The finding, therefore, of a “normal” B.M.R. in a 
patient in whom there are grounds for suspecting thyrotoxicosis 
should not preclude the diagnosis, especially if the weight 
approximates to the average for height and age when there is a 
history of weight-loss. The changes in the B.M.R. following 
therapy are of diagnostic value in such cases, as suggested by 
Robertson (1934). These patients should not be confused with 
the “ plump thyrotoxic ” patients, described by Trotter and 
Eden (1941), who had high B.M.R.s but gave a previous history 
of weight-increase and lost weight following anti-thyroid 
therapy. 
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Summary 


Estimations of basal metabolic rate, applying both 
Robertson and Reid and Aub and Du Bois standards, have 
been carried out in 209 subjects to assess thyroid function. 
In the diagnosis of suspected thyrotoxicosis the use of 
Robertson and Reid standards increased the accuracy of 
the test. By these standards 10 patients with thyrotoxicosis 
had “ normal” B.M.R.s which fell following anti-thyroid 
therapy. In some cases this association may be due to the 
occurrence of the disease in patients whose B.M.R.s in 
health are much lower than the established mean values. 
In others it may be due to the presence of excess adipose 
tissue influencing the calculation of surface area without 
a parallel effect on oxygen consumption. 


We should like to acknowledge the technical assistance of Miss 
S. S. R. Willis. 
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ASSOCIATION OF CONGENITAL DEAFNESS 
WITH GOITRE 
THE NATURE OF THE THYROID DEFECT 
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From the Medical Unit, University College Hospital Medical School, 
London, and the South London Hospital for Women and Children 

Russell Brain (1927) described five families, all living in 
the eastern part of Greater London, of which one or more 
members were deaf from birth and had goitres which 
appeared to date from childhood. All the affected persons 
had both goitre and deafness but were well developed 
physically and of normal intelligence. In all five families 
only one generation was affected. Brain suggested that 
in these families both goitre and deafness were caused by 
one or more recessive genes. This rather remarkable 
association of goitre and deafness does not seem to have 
been commented on by other authors until the recent 
communications of Deraemaeker (1956) from Belgium 
and of Thieme (1957) from Michigan. These described 
single families resembling tliose recorded by Brain in 
that the affected members had both goitre and deafness 
and were well developed physically and mentally, and 
only one generation was affected. It appears that either 
the association has been often observed but dismissed as 





NUMBERS OF AFFECTED AND UNAFFECTED SIBS WITH THEIR SEX 
DISTRIBUTION IN ALL FAMILIES DESCRIBED 


Affected sibs _Unaffected sibs 


Families 


Male Female ‘Male Female 

Poplar (Brain 1927) : 2 1 0 0 
Plaistow (Brain 1927) ay “ 1 2 2 1 
Sheerness (Brain 1927) a 2* 1 0 0 
Bethnal Green 1 (Brain 1927) i 0 2 3 1 
Bethnal Green 2 (Brain 1927) 1 0 0 4° 
Deraemaeker’s (1956) family 3 0 5 4 
Thieme’s (1958) family 2 1 1 2 
Present family 1 1 0 0 

Total Me na re wd 12 8 11 12 


* The sex of one member of each of these subgroups is not clear in the text. 


fortuitous, or that something like a minor epidemic of 
deafness and goitre occurred in East London in the 1920s. 
In the recorded families (see table) the goitre and deaf- 
ness were roughly equally distributed between the sexes. 
Other types of goitre are commoner in females than in 
males; so it seems likely that there is some specific 
inherited defect of thyroid function which could explain 
the unusual sex-distribution in these families. With this 
in mind we have investigated thyroid function in two sibs 
who appear to have the syndrome described by Brain. 


Case-reports 

Case 1.—A girl, aged 12, was referred to us from the pxdi- 
atric department of the South London Hospital for Women 
and Children. She had-always lived in South London. Her 
deafness was first 
noticed at the age of 
2'{, years and the 
thyroid swelling at 
8. She was a full- 
term baby, her mo- 
ther being well 
throughout  preg- 
nancy. Delivery was 
normal. She was 
breast-fed for 8 
weeks and then 
weaned to cow’s 
milk. She developed 
normally, apart from 
a speech defect re- 
lated to her deaf- 
ness. She walked at 
9 months, and her 
dentition started at 
8 months and was 
complete at 2 years. 
At the age of 3 years 
she was diagnosed 
at the Royal Nation- 
al Throat, Nose and 
Ear Hospital as having congenital nerve-deafness of moderate 
degree. She had had no serious illness. She has done 
extremely well at school, having recently won a scholarship. 

She was an alert well-grown girl with normal body propor- 
tions. There were no obvious deformities apart from the 
thyroid swelling, which was considerable (fig. 1). The thyroid 
was thought to be nodular on palpation but was not excessively 
vascular. There was no clinical evidence of past or present 
hypothyroidism. This was confirmed by normal X rays of the 
pituitary fossa and femoral heads, and by a plasma protein- 
bound iodine level of 5-9 ug. per 100 ml. (within the accepted 
normal range). After all the investigations sodium-l-thyroxine 
0-2 mg. was administered daily to this girl, and after 2 months 
the gland became smaller. 

Case 2.—A boy, aged 9, was brother to case 1. His deafness 
was noticed at the age of 2 years. No thyroid swelling had been 
noticed by the mother. He was born at full term of a normal 





1—Case 1, showing goitre. 
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pregnancy. He was breast-fed until weaned at 8 months. He 
walked at 11 months, and his dentition began at 7 months and 
was complete at 2 years. He was seen at the age of 2 years at 
the Royal National Throat, Nose and Ear Hospital, where a 
diagnosis of familial congenital nerve-deafness was made. His 
deafness was greater than his sister’s. He had had no serious 
illness. 

He was an intelligent well-grown boy with normal body 
proportions. His goitre was just visible and very soft. There 
was no vascular bruit. There was no clinical or X-ray evidence 
of hypothyroidism. The plasma protein-bound iodine was 
also normal (4:3 ug. per 100 ml.). This boy was also given 
sodium-l-thyroxine 0-2 mg. daily on the completion of investi- 
gations. 

Family history.—The mother and father were well and 
had no goitre or deafness. This was confirmed by exam- 
ination in the case of the mother. The parents were not 
related. There were no other children. There is no 
history of goitre or deafness on either side of the family. 


Investigations with Radioiodine 
These investigations were limited by consideration of 
radiation effects to a single small dose of '*I for each child 
and a perchlorate test using the short half-life isotope 11. 


Cases 1 and 2 and their mother were each given ***I 20—40 uC 
by mouth about 5 hours after a meal. Counts were made 
simultaneously over the thyroid and thigh with a Geiger 
counter 50 and 60 minutes after the dose. Immediately after 
the 60-minute count the two children drank a solution con- 
taining 200 mg. of potassium perchlorate in 25 ml. of water. 
The mother drank a solution containing 400 mg. of potassium 
perchlorate in 50 ml. of water. The counting-rates opposite 
the neck and the thigh were measured at 10, 20, 30, 40, and 
50 minutes after the administration of potassium perchlorate. 
The same technique has been used previously in the investiga- 
tion of other types of goitre (Morgans and Trotter 1955, 1957). 
Fig. 2 shows a discharge of radioactivity from the thyroid gland 
in both case 1 and case 2 after the drink of potassium per- 
chlorate. The fall in the neck counting-rate was accompanied 
by a rising thigh count as the labelled iodine atoms passed from 
the thyroid into the iodide space. The mother showed no 
such changes, her response being typical of the usual behaviour 
of a person with a normally functioning thyroid. 

On another occasion both case 1 and case 2 were given a 
tracer dose of about 5 uC of "I, and counts were made over 
the thyroid with a wide-aperture scintillation counter at varying 
interyals up to 4 days after the dose. Case 1 showed a high 
24-hour uptake (67% of the dose), whereas that in case 2 
was at the upper limit of normal (51%). Case 1 showed a 
fairly rapid fall in the counting-rate over the thyroid (3% daily 
from the 2nd to the 5th day), whereas the fall in case 2 was 
0-8% daily (in our experience the normal rate of fall is less than 
2% daily). . 

Discussion 

In all respects the family described here appears to fall 
. into the same group of cases as those described by Brain 
(1927), Deraemaeker (1956), and Thieme (1957): only 
one generation seems to be affected; the deafness is 
congenital; the goitre appears later in childhood; and 
there is no evidence of hypothyroidism at any time. The 
accompanying table shows the sex and number of affected 
and unaffected sibs in all the families we have been able 
to trace, including our own. The observed distribution is 
probably compatible with the effects of a single recessive 
gene. The proportion of affected sibs appears larger 
than would be expected on this hypothesis, but this can 
probably be accounted for by the unavoidable selection 
of affected families. Families in which only one of several 
sibs had the combination of congenital deafness and 
goitre would be unlikely to be described as examples of 
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: a Potassium perchlorate was administered at 0 
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tion in this 
condition of 
which we are 
aware is by Thieme (1957). In one of his affected sibs 
the 24-hour uptake of radioiodine was normal. Measure- 
ments of overall uptake may, however, not reveal a partial 
defect in hormone synthesis when this has been compen- 
sated for by pituitary overactivity. Thus the total uptake 
oftradioiodine may be normal or above normal in Hashi- 
moto’s thyroiditis (Doniach et al. 1957); yet testing with 
perchlorate reveals a defect in organic binding of iodine 
(Morgans and Trotter 1957). A similar situation may be 
pestulated in the present two cases. The administration of 
perchlorate (or of thiocyanate) causes any radioiodine 
which may be present as iodide to be discharged from the 
thyroid (Stanley and Astwood 1948, Stanbury and 
Wyngaarden 1952); the occurrence of such a discharge is 
shown by a simultaneous fall in the neck count and a rise 
in thigh count, as in the present two cases. 

When perchlorate is given to a person with a normally 
functioning thyroid an hour after a tracer dose of radio- 
iodine, this discharge is not seen; the rise in the neck 
count is arrested, but the counting-rate does not fall, 
as is illustrated by the behaviour of the mother of the 
present patients (fig. 2). When total inability to bind 
iodine is present, as in the goitrous cretins described by 
Stanbury and Hedge (1950), all radioiodine in the thyroid 
is present as iodide and is dischargeable by perchlorate or 
by thiocyanate at any time after the administration of the 
radioiodine. Partial defects of the same type can be 
demonstrated only by giving perchlorate an hour or so 
after the radioiodine, and may reasonably be regarded 
as showing a slowing down in the rate of iodine-binding. 
When an active goitre is present, the large mass of thyroid 
tissue can bind a normal or greater than normal proportion 
of radioiodine within 24 hours, even though the rate of 
binding is subnormal. In case 1 the rapid rate of loss of 
131] from the thyroid in the second test may have indicated 
excessive stimulation by thyrotrophic hormone. 

We report these two cases as examples of a syndrome, 
of both genetic and biochemical interest, which might 
well repay further study if more cases come to light. 


graphs. This corresponds to 60 minutes after 
‘the administration of '°21. 
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From the practical point of view it is very probable that 
thyroid medication begun in early childhood will obviate 
the need for thyroidectomy. This operation had to be 
performed in most of the published cases of this syndrome 
by the time they were recognised. There is no reason to 
suppose that thyroid medication will have any effect on 
the deafness. 
Summary 

Two siblings are described in whom nerve-deafness, 
present from birth, was associated with a goitre developing 
during childhood. The children were euthyroid and had 
developed normally in other respects. 


A review of the literature shows that this syndrome has 
usually been observed in two or more sibs but not in their 
parents. In the affected families neither congenital 
deafness nor goitre has occurred singly. 


In the published cases the numbers of males and 
females affected has been about equal. This contrasts 
with the usual preponderance of females among cases of 
goitre, and suggests an uncommon type of thyroid defect. 

Studies with radioiodine in the present two cases showed 
that, although the 24-hour uptake was high, some of the 
radioiodine present in the thyroid an hour after the 
tracer dose was dischargeable by perchlorate. This 
finding suggests a partial defect in the organic binding of 
iodine, perhaps compensated for by increased thyro- 
trophic secretion. 


Our thanks are due to Dr. Mary Wilmers for bringing the cases 
to our notice; to Mr. J. C. Ballantyne for the audiometric investiga- 
tions; to Mrs. K. Rodgers (working in Prof. H. A. Krebs’ laboratory 
at Oxford) for estimating the protein-bound iodine; to Dr. J. B. 
Stanbury for drawing our attention to Dr. Thieme’s work; and to 
Dr. Thieme for allowing us to see his manuscript before publication. 
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NEW METHOD 
” OF PHENOBARBITONE ADMINISTRATION 
IN THE TREATMENT OF EPILEPSY 


DESMOND C. J. O’CONNOR 
L.R.C.P.I. 
LATE REGISTRAR, WARLEY HOSPITAL, BRENTWOOD, ESSEX 


Charles Locock’s introduction of bromides in the 
treatment of epilepsy achieved good results, though the 
mechanism of action was and still is obscure. With 
the use by Hauptmann (1912) of phenobarbitone came 
the first real advance in specific anticonvulsant therapy. 

Keller and Fulton (1931) showed that specific corticomotor 
depression was produced by phenobarbitone. Merritt and 
Putnam (1938) brought forward further evidence of its anti- 
convulsant properties, both in animals and in psychiatric 
patients undergoing chemical and electric shock therapy. 
Barany and Stein-Jensen (1946) and Brown et al. (1953) showed 
that phenobarbitone is one of the most potent anticonvulsants 
available, with a broad spectrum of activity. 

Other drugs since introduced, particularly for petit mal, 
are not completely satisfactory because of their side- 
reactions and toxicity. The overall value of phenobarbi- 
tone in the treatment of epilepsy is well summarised by 
Garland (1957): 






“The barbiturates are the least toxic of all the anti- 
convulsant drugs and are still the first choice in the treatment of 
major, temporal lobe and other focal seizures. The hydantoins 
and primidone, alone or in combination, may succeed when 
the barbiturates have failed but they produce toxic reactions, 
though these are not usually serious if recognized early .. 
Finally, it would seem that hematological changes of major or 
minor import are probably much commoner than has yet been 
suspected when using any of the modern anti-convulsants.” 

The major effects of the barbiturates, and of pheno- 
barbitone in particular, are increased recovery-time and 
increased threshold for cerebral neurones in general. 
Phenobarbitone has also a selective anticonvulsant effect, 
unrelated to the depressive and sedative qualities; no 
other barbiturate, except methylphenobarbitone and 
metharbital (‘ Gemonil ’), has this effect. The cerebral 
cortex and the reticular system seem to be the most sensi- 
tive parts of the brain to barbiturate effects. 

Preparations of phenobarbitone now in common use 
are not completely successful; they do not always abolish 
fits entirely and often cause toxic effects. It seemed to me 
likely that changing blood-levels of the drug might 
explain this, toxic effects being caused when the level was 
high and fits appearing when it was low. It seemed 
logical to try a preparation which releases phenobarbitone 
slowly over a long period and might be expected to 
produce a more constant blood-level. I now report results 
in epileptic patients in whose treatment phenobarbitone 
‘ Spansules’ (Smith, Kline & French Laboratories) were 
substituted for the same drug taken in tablet or solution 
form. Each spansule contains phenobarbitone gr. 1'/, in 
coated granules, which release the drug at a uniform rate, 
ensuring a slow steady absorption over a long period. 


Methods and Material 

18 psychotic, epileptic men were studied. They had had 
convulsions and psychoses for more than ten years. I 
examined them every four months as inpatients, and 
followed them up throughout 1955, 1956, and 1957— 
except for 1 (case 14) who was not admitted until June, 
1955. The same nurses attended the patients, and the 
same scheme of interpreting and recording the con- 
vulsions was followed over the three years. Most of the 
patients have been treated and cared for in the same ward 
for at least the past four years. The form of epilepsy was 
classified as general paralysis with major and minor 
convulsions in 1, post-traumatic jacksonian in 1, idio- 
pathic petit mal in 2, post-traumatic grand mal in 1, and 
idiopathic grand mal in 13, with hysterical overlay in 1 and 
periods of status epilepticus in 1. 

These cases were not particularly selected, but most 
probably had the severest form of epilepsy, both in the 
psychosis and in the frequency and severity of con- 
vulsions. 

All patients were fully investigated, by means of 
frequent blood and urine studies, chest and skull radio- 
graphs where necessary, and complete physical and 
neurological examination, with particular attention to 
tests of speech, walking, and muscular coordination and 
balance. Because of the mental difficulties and general 
uncooperative attitude of most of the patients, few 
electroencephalograms could be made. 

All the patients, except cases 8, 9, 13, 16, and 17, were 
receiving phenobarbitone solution or tablets in total daily 
doses of gr. 1-4"/,; the 5 exceptions were receiving primi- 
done only. Cases 1, 4, 5, and 14 were given primidone 
as well as phenobarbitone; the dose of primidone was 
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TABLE I—TOTAL NO. OF EPILEPTIC CONVULSIONS DURING THE INVESTIGATION 

















| | | 
Year Jan. Feb March | April | May | June | om | July Aug. | Sept. Oct. Nov. | Dec. | © mes. _ oo 
| | | | 
eae ie | 
1955: | | 
Day 24 25 15 os. ) 2.) lime. | Sere Acs 34 22 37. | 170 | 302 
Night | 48 32 50 3 | 0 | 4 | 253 | 2 | 39 | =«40 41 37 | 59 | 244 «| #497 
1956: | 
Day 31 37 23 19 oer ar Se “Tey “m | 10 | 6 | 66 219 
Night | 48 48 37 32 =~) 2) oo | 15 is | 15 ae me FS ee, 73 296 
1957: | 
Day 12 7 5 5 5 2 36 _ 23;-— 1}; = | — 3 39 
Night | 11 14 . Se ype eae 39 | 1 2 | — 1 —- };}-— 4 43 
a. See | | 
0-25-1-25 g. daily. Cases 1, 3-7, 9-11, 13, and 18 received Convulsions 


also an occasional electroconvulsive treatment for fluctua- 
tion in mood. I continued with the therapy that the 18 
patients were already receiving, but gradually, over 
several weeks, replaced their solution and tablet pheno- 
barbitone with spansule phenobarbitone. The phenytoin 
and primidone were continued as before, though in 9 
cases phenytoin was added or the dosage increased. My 
aim was to maintain a constant blood content of pheno- 
barbitone over the twenty-four hours. When the medica- 
tion was being changed, the patient was carefully assessed 
every day, and the dosage reduced if there was any sign 
of drowsiness, muscle incoordination, or impairment of 
balance. 

Spansule phenobarbitone was first given in the second 
week of January, 1956, to 3 patients. 14 patients were on 
established doses of spansule phenobarbitone by the end 
of February, 1956, 2 more by May, 1956, and the remain- 
ing 2 by January, 1957. As the patients improved, the 
dosage of spansule phenobarbitone was increased to test 
the tolerance. Before the changeover, the mean daily dose 
of phenobarbitone in the 13 patients receiving it was 
gr. 2°8; with spansules the mean daily dose in the 18 
patients was gr. 5-8. 


Results 

The change to, or addition of, spansule phenobarbitone 
was correlated with a slight but immediate reduction in 
the number of convulsions, improvement in the mental 
state of each patient, and a striking reduction, in all cases, 
of most of the toxic effects. In most cases the only new 
ill effect was slight drowsiness, which cleared in a few 
days, and was not accompanied by the toxic and lethargic 
facial appearance of patients who are receiving large doses 
of phenobarbitone in solution or tablet form. 


The reduction in the number of the convulsions, both 
major and minor, was gradual and progressive, and began 
with the introduction of the spansule phenobarbitone (see 
figure). In most cases the greatest immediate and overall 
reduction took place in the second quarter of 1956 (see 
table 1 and figure); in the second half of 1956 there were 
still further reductions. The dose of spansules was now 
increased to three or four (phenobarbitone gr. 4'/,—6) daily, 
and the improvement continued. In a few of the more 
difficult cases up to five spansules (gr. 7'/,) were given 
daily, with no ill effects. By the end of 1957 no patient 
was having convulsions in any form. 


Mental State 

During the treatment the mental state of the patients 
gradually and progressively improved. The improvement 
was particularly noticeable in the nursing of the patients, 
who became less noisy and aggressive and better behaved 
during the day, with gradual but complete elimination of 
all disturbances at night and a full night’s sleep in each 
case. They were more cooperative, less easily upset, less 
irritable, and no longer violent or given to sudden out- 
bursts of rage. The really outstanding mental changes 
became more evident in the first quarter of 1957; this 
improvement was maintained and even further progress 
made. 

Before spansule treatment was begun, selfishness, spiteful- 
ness, cunning, paranoia, hostility, and suspicion were each 
prominent in at least half (9-15) of the patients. At the end of 
1957 many of these symptoms had been abolished and none 
could be classed as more than slight, except for cunning in 1 
patient and paranoia in 2. Petty pilfering, hysterical symptoms, 
and hallucinations were prominent before spansule treatment 
in 6, 6, and 5 patients respectively; by the end of 1957 this was 
true only of hysterical symptoms in | patient. 

Table 11 shows the composite picture as 
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82 regards the number of convulsions and 
personality changes; there was a total of 
4 799 convulsions in 1955 and 82 in 1957. 
\mprovement in personality was striking 
in 12 cases, moderate in 3, and slight in 
4 2; in only 1 was there no improvement. 


1 Toxic Effects 
7 All signs and symptoms were much 
improved. 


Before spansule treatment, headache was 
| prominent in 11 of the 18 patients, lethargy in 
9, muscle incoordination in 7, excitability in 
13, giddiness or dizziness in 11, skin eruption 
4 _in 4, mental confusion in 14, retardation of 
thought in 16, and retardation of action in 10. 
By the end of 1957 most of these symptoms had 








1955 1956 1957 


The number of fits in the whole group of patients throughout the trial. 
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disappeared; of those that remained none was 
more than slight, except that retardation of 
thought was moderate in 1 patient. These 
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TABLE II—DATA ON 18 CASES OF EPILEPSY 








Results of treatment 
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Case | Age | tnisiitiche No. of convulsions Personality 
no. | (yr.) e 1957 
1955 1955 
Total | Jan.~June | July—Dec. 

1 | 33 | Traumatic jacksonian; unsuccessful operation 82 0 0 0 Violent 

2 | 39 | Idiopathic grand mal 48 12 ll 1 Violent 

> ae Idiopathic grand mal 66 4 4 0 Retarded 

4 47 | General paralysis with major and minor con- 25 a 4 0 Retarded 

| _-vulsions 

5 32 | Idiopathic grand mal 32 3 3 | 0 Violent 

6 37 | Idiopathic grand mal 91 7 7 0 Retarded 

7 48 | Idiopathic grand mal 48 4 4 0 Violent 

8 43 Idiopathic grand mal 28 3 3 0 Retarded 

9 54 | Idiopathic grand mal 17 1 1 0 Retarded 
10 48 | Idiopathic grand mal 15 9 6 3 Violent and retarded 
ll 36 | Idiopathic grand mal with hysterical overlay 30 10 8 2 Retarded 
12 48 | Post-traumatic grand mal 67 0 0 0 Violent 
13 52 | Idiopathic petit mal 53 2 2 0 Retarded 
14 24 | Idiopathic grand mal; episodes of status epilepticus 57 1 0 1 Violent 
15 55 Idiopathic petit mal 49 6 6 0 Retar 
16 64 Idiopathic grand mal 3 0 0 0 Retarded 

17 55 | Idiopathic grand mal 10 2 2 0 Retarded 
18 45 Idiopathic grand mal 78 14 14 0 Retarded 
symptoms were enitatie attributable to toxicity in most Summary 


cases, but in some they were present when only primidone 
was being given, and were abolished during phenobarbitone 
spansule treatment though primidone was sti being given 
in the same dose. 


The blood-barbiturate content was estimated in 3 cases 
while spansules were being given. Samples were taken 
twice in a twenty-four-hour period, the first an hour and 
a half after the last medication at night, and the second 
next morning while the patient was fasting and had not 
yet received his medication; there was thus some twelve 
hours’ interval between the collection of specimens, 
during which no phenobarbitone was given. The levels 
were found to be: 


a Srna 
6 First 5-66 
Second 6-04 
11 First 5-89 
Second 5:31 
18 First 4-66, 
Second 5-18 


These levels are much higher than those that a non- 
epileptic person would be expected to tolerate without 
either unconsciousness or ataxia, or both. There was 
little variation between the two readings in any of the 
cases. 

Discussion 

Early in this study it became evident that the spansule 
phenobarbitone was producing the type of result hoped 
for but rarely experienced. I expected at least slight 
toxicity in the early stages, but observed none. 

The lack of toxicity might be attributed to the fact that most 
of these patients had been receiving phenobarbitone for many 
years, and had developed tolerance, either partial or complete, 
from repeated administration of the drug; but before spansules 
were used signs of toxicity were seen—both mental (sluggish- 
ness, slowness of speech and comprehension, quarrelsomeness, 


irritability, hostility, paranoia, and clouding of consciousness) 


and physical (thickness and slurring of speech, ataxia, and mild 
rashes). The blood-picture and the patients’ appetites were 
normal throughout the entire period. 


One of the-main reasons for the good results, and their 
maintenance and constancy, and for the low toxicity, 
seems to be that the change in the blood-barbiturate is 
small. 

A future report will give further details of blood- 
barbiturate levels and electroencephalographic studies. 


In 18 psychotic epileptic patients, ‘ Spansule ’ pheno- 
barbitone (a preparation which allows even absorption 
and steady blood-levels) was substituted for pheno- 
barbitone in solution or tablet form, or added where 
primidone had been the only treatment. 

The incidence of convulsions was very strikingly 
reduced. In the first six months of the study, before the 
introduction of spansules, the group had a total of 385 
convulsions; in the last six months the total was 7. The 
personality and mental state improved in most cases, and 
toxicity was much reduced. 

The good effects and low toxicity are attributed to the 
constancy of the blood-barbiturate level that was attained. 

I am very grateful to Sir Geoffrey Nightingale, physician-superin- 
tendent of Warley Hospital, for help and cooperation in this study; 
to Sir Francis Walshe, F.R.s., for advice and criticism; to Mr. John V. 
Crawford, F.R.C.s., and Dr. T. J. Wright, of the London Hospital, for 
valuable assistance; and to Mr. A. W. Pettit of the pathology depart- 
ment, Mr. H. W. ‘Layer of the pharmacy, and the male nurses of 
Warley Hospital. 

REFERENCES 
Barany, E. H., Stein-Jensen, E. (1946) Arch. int. Pharmocodyn. 73, 1 
Brown, W. C., ee, NG O., Swinyard, E. A., Goodman, L. s. (1953) 
5. Pi ‘Pharmacol. 107, 273. 
Garland, H. (1957) Proc. R. Soc. Med. 50, 611. 
Hauptmann, A. (1912) Miinch. med. Wschr. 59, 1907. 


Keller, A. D., Fulton, J. F. (1931) Amer. }. Physiol. 97, 537. 
Merritt, H. H., Putnam, T. J. (1938) Arch. Neurol. Psychiat. 39, 1003. 


TRANQUILLISERS AND PATIENTS’ 
ENVIRONMENT * 


N. H. RATHOD 
M.B. Bombay, D.P.M. 
SENIOR REGISTRAR, CANE HILL HOSPITAL, COULSDON, SURREY 


THERE is good reason to think that tranquillising drugs 
are now being used too often and in excess (Sargant 
1956, British Medical Fournal 1957, World Health 
Organisation 1957). This paper describes an attempt, in 
two chronic “‘ refractory ’”’ wards of a mental hospital, to 
obtain equal tranquillity by a different means—namely, 
improvement of the patient’s environment. The thera- 
peutic effect of a good environment has been frequently 
demonstrated (Schwartz and Stanton 1950, Tudor 1952, 
Walk 1954, Carstairs et al. 1955, Bickford 1955, 
Greenblatt and Brown 1955, May 1957, Miller 1957), and I 


* Summary of a paper read to the Surrey Inter-hospitals Psychiatric 
Association, Sept. 12, 1957. 
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EFFECT OF TREATMENT ON DISTURBANCE IN THE WARDS 
Treatment Disturbance in the wards Improvements 
ote of (average per month) (figures in average per month) (figures for total period) 
0. Oo 
, | patients | Patients Patients , ‘ Patients 
Period per Patients Patients on Articles of | ponsible | Ins of | meny discharged | on leave 
month | on tran- on occupa- soiled for disturbed § “open cron. | ./oFr more 
quillisers | placebos tional linen* | disturbed viour | aa trial | than three 
| therapy | behaviour ¢ | | days 
| WARD A 
1: Jan.—Oct., 1954 aa 101 4 0 Unknown | Unknown 22 60 4 0 41 
u: Nov., 1954-Dec., 1955 97 CO 32 0 Unknown 1446 | 8 | 14 10 10 81 
m1: Jan.—Dec., 1956 ia 96 52 0 Unknown 1437 | o 23 8 6 68 
Iv: Feb.-June, 1957 98 6 | 42 65 473 | 7 18 9 3 33 
v: Aug., 1957 102 6 | 33 5 389 12 21 2 0 7 
Sept., 1957 96 ¢ 0 75 760 | 14 28 | 1 0 4 
| WARD B | 
1: Jan.—Oct., 1954 ae 101 4 0 Unk: Unk | 29 79 13 1 47 
11: Nov., 1954-Dec., 1955 | 102 | 30 0 Unknown| 1408 | 26 | 64 18 7 84 
tr: Jan.—Dec., 1956 a 9 (CC 54 0 Unknown 1792 | 25 53 12 0 28 
1v: Feb.-June, 1957 } 103 15 4a 1204 | 22 45 5 0 8 
| | 











* Soiled through incontinence. 


have tried to ascertain how far it makes the routine use 
of tranquillisers unnecessary. 


The Experiment 

The two wards (A and B) contained disturbed women 
patients, to whom chlorpromazine (‘ Largactil’) and 
‘ Pacatal’ had been increasingly given. Each had from 
90 to 100 patients, and 90% of these had been in the 
hospital for over three years. Their ages ranged from 
20 to 80 years, the average being 45. About 75% of the 
patients were schizophrenics, and about 15% had 
affective psychoses. 

In January, 1957, without the knowledge of the patients 
or nurses, placebo tablets were suddenly substituted for 
the usual doses of chlorpromazine or pacatal. At the same 
time we introduced intensive and varied occupational 
activities, of a kind previously little practised in these 
wards. The programme included teasing wool, needle- 
work, knitting, games, physical training, musical evenings, 
and occupational-therapy groups. Patients were encour- 
aged to take part in other recreational activities, and to 
work in the departments of the hospital. 

Better and closer staff-patient relationships were 
fostered so as to offer the patients a friendly and consistent 
atmosphere. Discussions about nurses’ reactions to 
patients’ behaviour, and vice versa, and about the impor- 
tance of harmonious relations between the members of 
the staff, were also encouraged. 

Data were collected from the nurses’ day reports, from 
January, 1954, onwards, from which the amount of drugs 
used, the amount of disturbed behaviour, and the degree 
of improvement, were assessed. Chlorpromazine had 
been used since January 1954, and in May, 1956, pacatal 
had been added. By January, 1957, only 22 patients had 
been receiving pacatal for over six months. The usual 
dose for both drugs had been 200-300 mg. by mouth 
daily. 

Results 

Over the past three and a half years, both wards had 
tended to have fewer disturbances. The results are 
summarised in the table grouped into five periods (four 
for ward B). 

Period I.—This period shows the behaviour of the ward 
before the tranquillisers had fully taken effect. 

Period II,—During this period less than a third of the 
patients were on chlorpromazine, and both wards improved, 
presumably because of the drug therapy. 

Period III.—During this period more than half the patients 
were receiving tranquillisers, and yet—contrary to expectation 


t Overactivity, shouting, screaming, destruction of property. 


—the improvement attained in period 1 did not continue and 
indeed in some respects the results deteriorated. 

Period IV.—This period marks the beginning of the experi- 
ment and covers only five months. Most of the patients were 
receiving placebo tablets instead of tranquillisers, yet neither 
of the wards deteriorated, and in fact the improvement, previ- 
ously achieved under tranquillisers, was continued. 

During this period ward A improved more than ward B. 
For instance, the number of patients in ward A needing night 
sedation dropped from 22 in February, to 9 in June, whereas 
in ward B the figures were 52 and 42 respectively. In ward A 
6 patients had either to be put back or kept on tranquillisers ; 
in ward B 15. 

Period V.—By the end of July, 1957, nurses in ward A were 
told which treatment the patients had been receiving since the 
middle of January. By the end of Augusi, 1957, all placebos 
were withdrawn. Within a short time the ward—which had 
improved so greatly during period tv—showed signs of 
increased disturbance. 

Discussion 

Each ward works two shifts daily, and is managed by 
2-3 nurses—including a ward sister. As none of the 
nurses knew about the aims of the experiment, their 
records were unbiased. In ward A, the new programme 
of activities was accepted, and the staff tried to put it into 
effect enthusiastically. The number of patients doing 
occupational therapy rose from 50 in February to 75 in 
June, 1957. The results show improvement in the atmos- 
phere of the ward. The programme was not accepted 
in ward B, and was not effectively carried out. The num- 
ber of patients doing occupational therapy fell from 40 
in February to 20 in June. The results were less satis- 
factory. 

The improvement achieved during period 11 was 
presumably due to chlorpromazine therapy. As far more 
patients were receiving tranquillisers during period 11, 
one would have expected this improvement to be taken 
further, but the results show that this was not so. The 
most probable explanation is that tranquillisers have only 
a limited effect. The results also suggest that the improve- 
ment has no direct relation either to the proportion of the 
patients receiving the drugs, or to the duration of their 
administration. The latter is also supported by the fact 
that there were 48 patients in the wards who had been on 
tranquillisers for over eleven months, and their condition 
or records did not suggest that they made any further 
progress after their initial improvement. 

The results of the experimental period, compared with 
those of periods 11 and 111, show not only that without 
tranquillisers can these wards be maintained at as tranquil 
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a level as with tranquillisers, but that further progress 
can be made by improving patients’ environment. 

The greater improvement in ward A than in ward B 
during period Iv was probably due to the support of 
the staff in ward A, for no other new factor was introduced 
in either ward. Improvement was maintained in both 
wards while placebos were being given, and disturbances 
increased after the withdrawal of placebos in ward A. 
This suggests that placebos have some therapeutic value. 
It may be that the initial improvement gives both the 
staff and the patient confidence in the drug. This may 
explain why placebos can maintain improvement, while 
their withdrawal leads to deterioration. This confidence 
may also be responsible, to some extent at least, for the 
belief that long-continued use of these drugs is necessary 
to maintain improvement. Our results suggest the 
possibility that these drugs may sometimes be used 
unnecessarily, exposing the patients to possible toxic 
effects and the hospital to unnecessary expense. 

Thanks are due to Dr. A. Walk, physician-superintendent, of the 
hospital, and to Dr. J. T. Hutchinson for their interest and helpful 
criticism; and to the nurses and occupational therapists for their 
cooperation. . 
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ARTIFICIAL RESPIRATION WITH THE 
TUNNICLIFFE BREATHING-JACKET 


J.. M. K. SPALDING 
M.A., D.M. Oxon., M.R.C.P. 
CONSULTANT NEUROLOGIST 
L. OPIE 
M.B. Cape Town, M.R.C.P. 
RESEARCH ASSISTANT 
THE RESPIRATION UNIT, DEPARTMENT OF NEUROLOGY, 
RADCLIFFE INFIRMARY, OXFORD 


THE cuirass respirator has been in general use for many 
years and has proved its worth as a convenient source of 
artificial respiration in the partially paralysed patient. 
Unfortunately, however, it restricts the expansion of the 
thoracic cage during inspiration, with the result that the 
maximum ventilation it can provide is much less than can 
be obtained in those methods of artificial respiration in 
which the chest is left free—namely, the tank respirator 
and intermittent positive-pressure respiration (1.P.P.R.). 
The cuirass is, moreover, liable to make the chest wall 
sore if used continuously. For these reasons, though it 
has occasionally been used in the treatment of acute cases 
of poliomyelitis (Lindahl and Strém 1957), its principal 
importance lies in the treatment of convalescent patients 
who can breathe spontaneously for several hours daily 
(Kelleher et al. 1952). 

The Tunnicliffe breathing-jacket,* which we describe 
here, in some ways resembles the cuirass respirator; but 
it is designed to avoid restricting the movement of the 
thoracic cage or of the abdominal wall. It is an important 
innovation, and we are able to report some observations 


* Su 





lied by Electronic and X-ray Applications, Ltd., 13, Pennant Mews, 
ensington, London, W.8. 


































Fig. 1—Tunnicliffe breathing-jacket: A. The jacket in use. B. The 
plastic shell which holds it clear of trunk. 


demonstrating an increased ventilatory efficiency is 
obtainable with it. 

. Description 
Jacket 

The jacket is made of cotton and nylon cloth, and the seams 
have been reduced to a minimum. A ‘ Zipp’ fastener runs from 
behind the right greater trochanter, up the flank, and behind 
the right shoulder to the side of the neck. The jacket has 
short sleeves and at its lower margin reaches below the buttocks 
(fig. 1, A). A plastic shell passes round the chest, holding the 
jacket away from the trunk (fig. 1, B). 

When the pressure in the jacket is reduced, atmospheric 
pressure holds the material closely to the skin at the arm, 
neck, and pelvis, effecting a satisfactory seal. Special cuffs 
are provided to ensure a good sea! at the arms, and an inflatable 
bag over the pubic region assists in obtaining a seal at the 
lower end of the jacket, especially if the patient has a scaphoid 
abdomen. 

To prevent moisture from cordensing inside the jacket, as 
might happen if it were totally impervious, the cloth used 
permits some air to leak through it at each respiration. We 
have also used an airtight plastic jacket and are informed that 
jackets impervious to various degrees are to be had. 

Pump : 

The makers supply a pump based on a Rootes-type air-pump. 
The pump unit is small, 22 10'/,x21 in., so that it can 
readily be used for travelling. Accessories are available so that 
it can be powered by batteries, and there is a hand-operated 
pump for emergencies which, when it is not in use, serves as 
a storage cabinet. For ward use the pump is run from the 
electric mains and is housed in a silencing cabinet. It then 
emits a high-pitched sound which is not loud but, where there 
is little background noise, irritates some people. 


Efficiency as a Breathing hi 

The Tunnicliffe breathing-jacket has been used on 
patients with poliomyelitis or myasthenia gravis, of ages 
from 6 to 54 years, as well as on healthy people. Its 
efficiency was compared with that of a cuirass and that of 
1.P.P.R. 

The patients already had a tracheotomy with a cuffed 
tracheotomy tube (Spalding and Smith 1956). The cuff 
was inflated during the tests, preventing leakage of air 
through nose and mouth. The neck seal was adjusted to clear 
the tracheotomy, and this may slightly have affected the per- 
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six weeks previously. Her diaphragm was active, but her 
intercostal muscles were very weak, and her vital capacity was 
only 480 c.cm. To assess how much each apparatus assisted 
the patient she was instructed to take five deep breaths in 
time with the machine, which was running at 16 respirations 
per minute, and these breaths were measured. Fig. 2 shows 
the assisted vital capacity achieved in this way with breathing- 
jacket, cuirass, and I.P.P.R. at various inspiratory pressures. The 
cuirass added only a little to the vital capacity; the breathing- 
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1 sec. . 
Fig. 3—Records taken during examination shown in fig. 2, showing 
rise of pressure in trachea relative to that applied to skin of chest 
and abdomen during inspiration by LP.P.R., with breathing- 
jacket, and with cuirass. Inspiratory period is hatched. 


jacket was considerably more effective; and 1.P.P.R. was the 
most effective. 

In all methods of artificial respiration considered here (and 
im the tank respirator) inspiration takes place because the 
pressure in the trachea is higher than the pressure on the 
surface of the trunk. In I.P.P.R. this is achieved by raising the 
tracheal pressure above atmospheric pressure: in the other 
methods it is achieved by reducing the pressure on the trunk 
below atmospheric pressure. When the data shown in fig. 2 
were obtained, pressure tracings were recorded from within the 
jacket or cuirass or, during I.P.P.R., from the trachea. 

Fig. 3 is taken from the tracings and shows the inspiratory 
rise in the pressure in the trachea relative to that on the surface 
of the chest and abdomen for the three types of artificial 
respiration. The pressure wave-form is different in the three 
machines. With I.P.P.R. the wave-form is approximately 
square, which is a particularly efficient wave-form (Spalding 
and Young 1955), but the duration of inspiration is less than 
with the jacket and the cuirass. 


An alternative standard of comparison may be obtained by 
considering the mean pressure during inspiration (fig. 4) rather 
than the peak pressure. On this basis the performance of the 
breathing-jacket approximates more closely to that of I.P.P.R., 
especially at low pressures, and the benefit of the jacket com- 
pared with that of a cuirass remains considerable. 

It is important, when the jacket is applied, that a large 
enough shell be used. Fig. 5 shows observations on a patient 
with myasthenia gravis causing respiratory weakness. At first 
(curve A) a considerable increase in the pressure produced 
little change in the tidal air. The breathing-jacket was, how- 
ever, touching the anterior abdominal wall during inspiration; 
and, when the test was repeated after correction of this fault, 
the results shown in curve B were obtained. 


Discussion 

1.P.P.R., like respiration in a tank respirator, is mechanic- 
ally a very efficient method of artificial respiration 
(Bourdillon et al. 1000 
1950, Spalding 
1955, Spencer 
1957) and therefore 
a suitable standard 
of comparison. The 
Tunnicliffe breath- 
ing-jacket lies inter- 
mediate in efficiency 
between I.P.P.R. and 
the cuirass, and the 
useful advantage it 
shows over the cui- 
rass is attributable 
to the freedom it 
permits to the thor- ; P m 
acic cage, so that = 5 ere. ‘2 
not only is the rib- PEAK INSPIRATORY PRESSURE 
splinting effect of (cm.H20 ) 
the cuirass elimin- Fig. 4—Assisted vital capacity at various 
ated but also sub- 
atmospheric press- 
ure within the 
jacket can act on almost the whole mobile part of the chest 
and abdomen. The difference between the breathing- 
jacket and I.P.P.R. is probably due to the slight contact of 
the jacket with the upper chest wall and lower abdomen. 

The wave-form of the pressure tracings was similar 
whether the jacket or the cuirass was used, but with 
I.P.P.R. it was of the square-wave type. It is difficult to be 
precise when comparing artificial respiration with different 
wave-forms. The effect of the difference, however, can be 
minimised by considering the mean rather than the peak 
inspiratory pressure, and in this instance, when the mean 
pressure is considered, the jacket and cuirass, in which the 
inspiratory period is longer than with I.P.P.R., are probably 

unduly fav- 
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This investigation indicates that this breathing-jacket 
is efficient and is a valuable addition to the apparatus for 
artificial respiration. In paralysing disease it is especially 
suitable for weaning patients with considerable respiratory 
weakness, especially of the intercostal muscles. It should 
also be particularly well suited for transporting such 
patients long distances, by air or on the surface. In another 
field its efficiency and reliability should render it useful 
for maintaining respiration during bronchoscopy with 
relaxants and permit the bronchoscopist to examine the 
bronchial tree without being interrupted by the need to 
inflate the patient at intervals. 


Summary 

The Tunnicliffe breathing-jacket is described, and its 
efficiency as a breathing-machine is compared with that of 
intermittent positive-pressure respiration and that of the 
cuirass. 

The breathing-jacket can be substantially more effec- 
tive than the cuirass, but less so than 1.P.P.R. 

The differences are attributed to the relative freedom 
from restriction to the chest and abdomen in the three 
methods. . 

The breathing-jacket should prove useful in weaning 
paretic patients from tank respirators and I.P.P.R., in 
transporting patients with a respiratory paralysis or 
paresis, and in maintaining respiration during broncho- 
scopy when a relaxant is used. 

We are grateful to Dr. W. Ritchie Russell for much helpful criti- 
cism and to Mr. E. J. Tunnicliffe, of Electronic and X-ray Applica- 


tions, Ltd., 13, Pennant Mews, Kensington, London, W.8, for the 
loan of breathing-jackets and pump. 
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AUTOGENOUS VACCINE IN PROPHYLAXIS 
OF THE COMMON COLD 


J. MORRISON RITCHIE 
M.A., M.B. Glasg., D.P.H. 
DIRECTOR, PUBLIC HEALTH LABORATORY, BIRKENHEAD 


IN the early 1930s, shortly after the municipal laboratory 
in Birkenhead was opened, requests for vaccine treatment 
were made by clerks of the health department who had 
been chronic sufferers from the common cold. These 
were refused, on the ground that, since colds were due to a 
virus, the treatment would necessarily be useless. 

One woman, however, who had had one continual “ cold ”’ 
for several winters, was very persistent in her appeals for a 
vaccine, though told repeatedly that no benefit could follow. 
Ultimately a vaccine was made from her saliva, and she was 
plainly told that it was being given to her only to prove its 
uselessness. She had weekly injections throughout the following 
winter, and had no cold. Though told that that had been a pure 
coincidence, she presented herself, with several others, for a 
further vaccine at the end of the following summer. Auto- 
genous vaccines were not refused, but it was strongly explained 
to all that no possible effect could be expected. All experienced 
a winter free from cold, though some had the prodromal stages. 

It was felt that this continued result was a strange 
coincidence but nothing more. For some years a small but 
steady stream of clerks and police were treated, more or 


less unwillingly, by the laboratory. Though no special 
investigations were possible, it gradually became apparent 
that, over a period of some twenty years, in which 60 or 
70 people were vaccinated, almost the only failures were 
some cases of long standing, where it was practically 
certain that degenerative changes had’ taken place in the 
mucous membrane. In a few cases the improvement 
might be explained on psychological grounds, but the 
series was becoming too long for this explanation to be 
sufficient. ; 

As a result of these and other findings, the opinion was 
formed that the common cold might be due to two factors 
—the virus, whose function is essentially depressive, and 
an invasion by the patient’s own normal but heterogeneous 
secondary organisms, which are usually present in a state 
of equilibrium, overstepping the mark only as a result of 
the patient’s depressed resistance caused by the virus. 
If this explanation was correct, these volunteers, 
experiencing the prodromal stage for a day or two, still 
kept on taking their colds as far as the virus was concerned, 
but were immunised against the effects of their own 
organisms. If patients could be protected against these, 
the virus could do its worst, causing only slight nasal 
inconvenience. In support of this explanation was the 
fact that penicillin lozenges were by then known to clear 
up colds in certain persons only, being useless in others— 
depending presumably on the sensitivity of the patient’s 
own flora. Similar support was given by the unreliable 
results of stock vaccines which were possibly of value only 
where the stock strains were the same as the patient’s own. 


Investigation 

In the spring of 1955 permission was obtained to carry 
out a preliminary investigation in a series of volunteers. 
Dr. J. N. MacDonald, the principal medical officer of 
Lever Brothers, Port Sunlight, was approached with a 
view to getting volunteers among the staff there. From 
the very beginning the utmost cooperation was shown by 
him and his staff, and it was decided to carry out an 
investigation. It was agreed that 200 volunteers should 
be asked for, of whom 80 would be controls. This entailed 
giving a series of injections to the whole 200, of whom 120 
received an autogenous vaccine and 80 carbol saline only. 
109 of the vaccinated and 75 controls completed the 
investigation. 


Selection of Controls 

A series of 80 numbers was selected by a method which gave 
an apparently completely haphazard spread. It was agreed that 
these figures should be kept confidential by the laboratory. 
Volunteers were to be numbered in strict rotation, and samples 
taken from all. If, however, a volunteer’s number happened 
to coincide with one of the 80 numbers previously selected, 
no vaccine was to be made; instead a bottle was prepared with 
carbol saline only. 

To exclude the possibility of bias, information was sought 
about age, sex, years of service at the works, association with 
children, and smoking. The only one of these which gave an 
appreciable difference in distribution between the vaccinated 
and control groups was the proportion of smokers. In the 
vaccinated the numbers of smokers and non-smokers were 
about equal, while in the controls non-smokers outnumbered 
smokers by almost two to one. If anything this should pre- 
dispose the vaccinated group towards a higher incidence of 
colds. 

Technique of Preparation of Vaccine 


During the period May-July, 1955, swabs were taken from throat 
and nose, and volunteers were asked to clear the throat and spit into 
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a 1 oz. universal container. When a volunteer was to be a control, 
swabs and saliva were discarded on arrival at the laboratory. 
Specimens were plated on blood-agar, one plate being used for saliva 
and the two halves of another plate for throat and nose swabs. Much 
the best growths were obtained from the saliva. After incubation 
overnight at 37°C, cultures were rubbed off into carbol saline in 1 oz. 
screw-capped containers, no attempt at selection being normally 
made. Hemolytic streptococci were found on the plates in a few 
cases only, and in these cases fresh samples were obtained, as this 
organism can hardly be classed with the normal nasopharyngeal 
inhabitants. In each case repeat culture showed that!the hemolytic 
streptococci had disappeared, and the later cultures were used to 
make the vaccine. A similar step was taken where a mould interfered 
with emulsification. These were the only routine attempts at selection 
and were merely precautionary. A loopful of emulsion was stained by 
Gram’s method. The container was immersed totally in a water-bath 
at 60°C for an hour to kill the organisms, and the sample was further 
emulsified as far as possible by fifteen minutes in the Kahn shaker. 
The final suspension was made directly into a numbered vaccine 
bottle to a strength of about 500 million per ml. After a sterility test, 
vaccines were stored in the refrigerator until September, in numerical 
order with the control solutions in exactly similar vaccine bottles. 
It had been intended to begin the trial earlier, but, because of the 
prolonged good weather in 1955, a start was delayed by about a 
month. 


Cultural Findings 


No attempt was made to identify individual organisms. This 
had been tried years before, with very diverse results. In the 
present work Streptococcus viridans appeared to predominate 
in about four-fifths of the volunteers. Even these, however, 
were heterogeneous. A few staphylococci were also found. 
Only one strain of Staphylococcus aureus was seen; this came 
from a patient who had recently had a suppurative lesion of 
the nose. This strain was discarded, and not used for the 
vaccine. Diphtheroids were less common than had been 
expected, and were plentiful in only 6 cases. Neisseria 
catarrhalis were numerous in about half the cases. 
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I—No. of total incidents (a+ 6 +c) per 100 volunteers in each month 
of trial in each group. 


Il—Percentage of total incidents (a + 6 +c) going on to full colds (a). 
IlI—No. of full colds (c) per 100 volunteers. 


A=all vacci B=vacci d only for first eight weeks. 
C=vaccinated throughout five months. K=controls. 





TABLE I—FIRST (TO MID-NOVEMBER) AND SECOND (TO MID-DECEMBER) 
MONTHS OF TRIAL 


First month 











GS Ber A K 

Sa STEARATE Siamese) Mee DATO AEF CY. 22K WO Shs: ETS 
No. of volunteers of; ME) Se Le 75 
Colds: 

“Full” (a)... .. | 3(8%) | 6 (8%) | ; (3%) | 4 (19%) 

“6.8.7.” (6) .. -+ | 1 Ut) | 1(2%) | 5 (5%) 0 (0%) 
Prodromal (c) . 1%) | 23(31%)| 14 (13%) 1 (1%) 
No. of incidents (a +b +6) rf s*) 30 (40% )| 22 (20%) 15 (20% 
(a)\(a+b+c) . - (3/49 6% | 6/30 =20% | 3/22 =14%| 14/15 =93% 

| 





A= aagmiona K =controls. " igi 


Administration of Vaccine 


The first dose was invariably 0-1 ml. Controls were dealt 
with in exactly the same way as those receiving the vaccine 
itself. A sheet of instructions was given to each volunteer, 
asking him or her to report to the health centre in the firm’s 
premises if any reaction, however trivial, was experienced. 
Doses were repeated at intervals of a week. The second dose 
was 0-3 ml., and the third and subsequent doses 0-5 ml.; but 
when there was a reaction to the initial dose, the next was 
reduced to 0-2 or 0-1 ml. 


Reactions 


These were of three types: 

1. There was local redness at the site of inoculation in 71 of 
the vaccinated volunteers (65°%,) and in 9 (12%) of the controls. 
This difference between vaccinated and controls was kept 
confidential and in fact denied when any hints or surmises were 
made. The area of redness was usually '/,-1 in. in diameter, 
mildly tender for a day or two, and then subsiding. In a few 
of the vaccinated an area of redness developed several inches 
across. The larger reactions were usually in volunteers who 
were definitely subject to colds. These local reactions were 
commoner in this series than they had been in previous 
volunteers, and more marked in females than in males. 

2. About a dozen volunteers reported that after the 
inoculation they had experienced a feeling of dryness in the 
throat with some headache, as if they were beginning to take 
a cold. This lasted for a day or so and then passed off. This 
reaction was confined to those who were given the vaccine. 

3. A few patients reported at the second inoculation that 
they had been beginning a cold at the time of their first. Some 
said that the inoculation had aggravated the condition, and one 
or two promptly retired from the investigation. Others thought 
that the inoculation had helped to clear it up. Each of these 
categories included both vaccinated and control volunteers. 
Wishful and muddled thinking is difficult to eliminate. It was 
felt that these early reactions were essentially unreliable, and 
that the effect of the vaccine would have to be judged by the 
incidence of colds during the winter. 


Course of the Investigation 

In view of the difficulty of estimating what different 
people mean by the severity of a cold, no effort was made 
to classify ‘‘ incidents ’”’ beyond three main groups. All 
clinical assessment was carried out by .the staff of Port 
Sunlight, entirely independently of the laboratory; they 
did not know until the investigatién was over which 
volunteers had had vaccine. Incidents were classified 
after a combination of patients’ statements and the findings 
of the health staff. It is considered that with their know- 
ledge of the patients a reasonable degree of accuracy was 
attained. 

Incidents were classified thus: 

(a) Colds, unmodified (=‘“‘ Colds, full ”’). 

(b) Colds, “not so toxic” (=“ Colds, N.S.T.”). This is 
where further symptoms (e.g., mucopurulent discharge) 
developed for a day or two only, and the patient volunteered the 
statement that the cold was milder and/or shorter than was 
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TABLE II—THIRD (To MID-JANUARY), FOURTH i (To END OF FEBRUARY) AND FIFTH (TO END OF MARCH) } MONTHS OF TRIAL. 


ae : rae 2 
Third month | 


Fourth month Fifth month 





Controls | 


Vaccinated 


| Controls | Vaccinated 





vd | 
No. of Volunteers anit 58 51 


Colds: | 
Full (a) 140%) 9 (16%) | 2 (4%) 

8 (7%) | 6(10%)| 2 (4%) | 

=0,| 19 

o} 

"| 





“N.S.T.” (6) 

Prodromal (c) 19 (17%) | 11 (19% ; 8 (16%) 

a+b+c sal .. | 38 (35%) | 26 (45%) er (ger) 

a/(a+b+c) . | 11/38= 9/2 
29% i 35%, 


16 
4( 
9 
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expected, perhaps suddenly clearing up. When this stage 
developed in the vaccinated, there was usually a history of 
frequent colds in the past, and this reduced toxicity was 
generally confirmed by the health records available. On the 
other hand, this category was not entirely absent from the 
controls. 

(c) Prodromal stages only (=“‘ Prodromal”). This is 
strictly confined to the initial stages—i.e., up to a non-purulent 
running nose for two days (rarely three) with no further 
symptoms whatever, and no apparent toxicity. This stage 
corresponds to what, it is suggested, may be ou to the virus 
infection itself. 

The clinical course was divided into sections of about a 
month each. It was assumed that, with this interval, each 
incident could be regarded as a separate infection, and 
therefore was entered in each period as it happened, 
irrespective of a volunteer’s history in any previous month. 

First month of trial.—The first month is included (table 1), 
though not much can be deduced from the figures, as the 
investigation was only settling down and emotional elements 
could not be entirely eliminated. The higher percentage of 
prodromal stages in the vaccinated than in the controls may be 
due to the inclusion of a number of early reactions. Some of 
the records in both prodromal groups may be of emotional 
origin. 

Second month of trial.—This period (table 1) shows a very 
close relationship between the vaccinated and the controls in 
the percentage showing incidents. This again is consistent with 
the explanation that the prodromal stages are due to the virus 
and unaffected by vaccination. The cold-rate among the workers 
outside the trial was also high, estimated by the health-centre 
staff at about one in five. The ratio a/(a+b+c), however, 
shows a striking difference between the vaccinated and the 
controls. 

At this stage it became plain inn, while the utmost 
cooperation was being shown by the staff at Port Sunlighr, 
considerable inconvenience was being caused to certain 
departments. It was therefore decided that, unless a 
volunteer definitely desired to carry on, inoculations might 
cease after eight weeks. Vaccinated and controls ceased 
injections in approximately equal proportions throughout 
the departments, and it is felt that if an element of selection 
had occurred those electing to continue would be those 
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A IM Not 
75 | 109 58 

| 26 (35%) | 3 (3 %) | 2(8%) | 1(2%) 

5 (7%) | 1(1%) os 1 (2%) 

4(5%) | 1 (1%) | es 1 (2%) | 

5 (5%) | | 3(6%) | 15 (20%) 
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774°, | 33%| 100% 
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most prone to develop colds. They should therefore show 
a higher percentage of “‘ full colds ’”, whereas they showed 
markedly less. About half of the volunteers carried on, 
and they received weekly injections until their vaccine 
(or control) bottle was empty. This period varied con- 
siderably, as it depended on the volume of the sus- 
pension, which in turn depended on the opacity of the 
original emulsion. In a few cases, a fresh vaccine was 
made. 

For the further periods, therefore, separate figures have 
been prepared for those who for one reason or another 


TABLE III—COLD-RATE (FULL COLDS ONLY) PER MONTH PER VOLUNTEER 
(UPPER PART); COLD-RATE IN LAST 3 MONTHS AMONG CERTAIN VOLUN- 
TEERS PREVIOUSLY SUBJECT TO FREQUENT OR HEAVY COLDS (LOWER PART) 
- : : 

Vaccinated } 











Group [Month 








1 109 6 (8%) 
2 ) 14 (19%) 
3 (10%)| 58 | 9 (16%) 51 16 (21%) 
4 38 113 (22°25) 51 , % 
5 58) 2(4%) | 51 % 15 (20%) 
174 24 (14%)| 371 |13 (4%) |375 TT (21%) 
| 16/0 | 12| 5 
16| 1 | 12| 3 
16| 0 12) 1 

48| 1 (2%) | 36 | 9 (25%) 
| 





Total | 545 137 (7%) 
| 

| 25] 1 
| 25| 2 
| 35 0 


| 
| 
| Total | 75| 3(4%) | 27) 2 (7% | 
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received eight or fewer injections (group B) and for those 
receiving the full course (group C). (A similar proportion 
of controls stopped injections, but they are not dis- 
tinguished in the tables.) 

Third month of trial (table 11).—While the percentage of total 
incidents remained very similar in the vaccinated (35) and 
controls (39), the figures in column C are very different from 
those in column K. Column A in table 1 is of course 
comparable now to column C. 

Group B had a relatively higher incidence-rate, but the ratio 
a/(a+b-+c) was still well below that shown in group K. It 


TABLE IV—ABSENCE FROM WORK ATTRIBUTED TO “‘ COLDS” AND “‘ UPPER RESPIRATORY INFECTIONS” 





} 1954-55 
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1955-56 





Total 





Vaccinated Controls 
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26 19 35 
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Days off per person .. ‘e . . . 2 p 69 0-29 1-47 0-90 

Increase or decrease .. ly va Ls x rye oY % +110% 
Upper-respiratory eyoetianes 
No. of days off ww | 564 
+ «99 Persons “s oe 75 184 
Days off per person .. a e . + “ 35 31 
Increase or decrease .. +150% +72% 
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seems, however, that group B stopped too soon and received 
only temporary protection. 

Fourth and fifth months of trial (table 1)—The findings 
resemble those of the third month. It appears that protection 
was incomplete when injections ceased at the eighth week, but 
good in those who continued. This is compatible with the 
opinion on which the investigation is based. 


Discussion 

The results indicate that the vaccination protected a 
full-cold volunteer in whom prodromal symptoms 
appeared. 

Moreover, table 111 shows that there was a difference 
in the cold-rate between groups C and K. The figures 
suggest that some form of protection was conferred by the 
vaccines, which was lost if treatment stopped too soon. 
The results in group B suggest that protection disappears 
some time after the injections are stopped; if true, this is 
strong evidence that such protection exists. 


Absence-rates.—Table 1v shows the number of days 
lost by volunteers during October-March, 1955-56, 
compared with the rates in the same period in 1954-55. 
The increase in absence-rate of 1955-56 over 1954-55 was 
general throughout the staff at Port Sunlight and is not 
confined to the volunteers of this investigation. 


The difficulty of knowing what to include as a “ cold ” 
has been met by distinguishing cases where absence was 
attributed to a “cold” by the practitioner or health 
records from those where it was attributed to “ upper 
respiratory infections ”’ (i.e., including tonsillitis, influenza, 
bronchitis, as well as colds). The trend in both is similar. 


Summary 

Clinical observations suggest that the common cold is 
due to two factors: 

1. The virus, which acts by depressing resistance, so upsetting 
the normal balance, and leading to: 

2. Attack by the nasopharyngeal flora, heterogeneous but 
fairly constant in an individual patient. This second stage is 
responsible for most of the distressing symptoms. 

184 volunteers were observed in the winter of 1955-56; 
109 were given weekly injections of autogenous vaccines 
from their own nasopharyngeal flora and 75 were given 
carbol saline only. 

The cold-rate per month for the controls was five times 
that of those who were vaccinated throughout the course. 
The rate of absence from work through “ colds ” and 
““ upper respiratory infections” was also greater in the 
controls. , 


During the investigation the percentage of colds passing 
from the prodromal to the fully developed stage was 
13 in volunteers continuing vaccine and 62 in the 
controls. 

The number of volunteers continuing injections was 
109 for each of the first two months, and 51 for each of 
the next three—i.e., a total of 371 volunteer/months for 
the whole period. The corresponding figure for the 
controls was a constant 75 for each month—i.e., a total 
of 375 volunteer/months. In the vaccinated there were 13 
full colds in the 371 volunteer/months as against 77 in 
375 volunteer/months in the controls. 

I am grateful to Dr. J. N. MacDonald of Lever Brothers, Port 
Sunlight, and his staff for their very valuable cooperation in assessing 
the results. Particular thanks are due to Sister P. Gates of the staff 


there for her encouragement and ready help in ascertaining quantities 
of data of various kinds. 


ANTIBIOTICS IN SMALL DOSES FOR THE 
COMMON COLD 


J. MORRISON RITCHIE 
M.A., M.B. Glasg., D.P.H. 
DIRECTOR, PUBLIC HEALTH LABORATORY, BIRKENHEAD 


I BELIEVE that most symptoms of the common cold are 
caused by relatively enhanced virulence of the patients’ 
normal nasal and pharyngeal flora following depression 
of his resistance by the virus. To test this hypothesis, 
I carried out an investigation during the winter of 1955-56: 
volunteers receiving weekly injections of autogenous 
vaccine were compared with controls who received carbol 
saline only. The results were encouraging in that the 
cold-rate in those vaccinated throughout the course was 
only a fifth of that in the controls, and the rate of absence 
from work through “colds” or “ upper respiratory 
infections ” was also lower. 

Mass vaccine treatment is impracticable, and I decided 
to try the effect of short-term controlled antibiotic therapy, 
after ascertaining the sensitivity of the patient’s pharyn- 
geal flora before the winter began. If vaccines had given 
a degree of active immunity, then suitable antibiotic 
tablets, given to suck at the beginning of the prodromal 
stage, might well give sufficient passive protection by 
depressing the pharyngeal flora temporarily to correspond 
to the depression of the patient’s resistance. To avoid 
risk of producing insensitive strains of bacteria or of 
disturbing permanently the balance normally maintained 
between patient and pharyngeal flora, I decided to try the 
effect of brief local application only. 


Details of Investigation 

After preliminary trials had shown that the sucking of 
lozenges did in fact reduce the numbers of pharyngeal 
flora, and that this effect was temporary, invitations to 
cooperate were sent out through the medical officers con- 
cerned to some of the larger works in the neighbourhood. 
Several indicated willingness, as did a boarding-school 
and the Chief Constable of Birkenhead. Altogether 1043 
volunteers took part; 919 completed the investigation 
itself. 


Cultural Tests 

The same general routine was adopted with all, on 
similar lines to that previously followed with the auto- 
genous vaccines. 

In the latter part of 1956 samples of saliva were collected in screw- 
capped containers, and a sensitivity test on blood-agar was carried 
out on each, overnight at 37°C, using Evans’ ‘ Sentests’, against 
penicillin, streptomycin, chloramphenicol, aureomycin, oxytetra- 
cycline, erythromycin, and tetracycline. A loopful of culture was 
stained by Gram’s method, and the diameter of the zones of inhibition 
was noted. As in the previous investigation, a high percentage of 
Streptococcus viridans was observed. Very few hemolytic strepto- 
cocci were seen, and where this organism was found records were not 
made until on repeat culture it had disappeared. Non-hemolytic 
streptococci were common. Staphylococcus aureus was practically 
absent, and diphtheroids were not numerous. Moulds and yeasts 
were few; where they did not interfere with the sensitivity tests 
they were ignored. A curious feature was that different areas 
produced, each for itself, a more or less similar distribution of 
organisms. 

As selection of bacteria is impossible in the use of antibiotics in the 
field, it followed that this could not be attempted in the investigation. 
Therefore, the antibiotic findings were recorded merely by the 
diameter of complete apparent (visual) inhibition of bacterial growth. 


Controls 

In the first place, although sensitivity tests were done 
on all, every 4th volunteer was designated a control. Next, 
some volunteers, on whose cultures sensitivity-test results 
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could not be recorded, were relegated to the controls, as 
this was administratively easier than to have some odd 
repeat specimens from the outside works. These were 
31 in all and were divided thus: 


No saliva in container 8 
No growth on plates 7 
Unreadably poor growth 4 
Culture overgrown by yeasts eqhity 

» coliforms .. Te 


In none of these could sensitivity be assessed, but as 
sensitivities were readily estimated in all others (over 
1000) it seemed reasonable to assume that these 31 would 
follow the average pattern, though hidden by circum- 
stances. In no case was a culture put in this category 
because it gave poor sensitivity rings. 

The age and sex distribution and smoking habits of the 
controls were similar to those of the other volunteers. 


The Tablets 

In so few cases did penicillin and erythromycin give 
the best inhibition rings that it was not worth while 
considering them for the test itself. Streptomycin was 
little better. Chloramphenicol gave the best ring in many 
cases, but its bitterness ruled it out entirely. Those left 
were aureomycin, oxytetracycline, and tetracycline. The 
sensitivity rings tended to differ, and it was deemed 
advisable to treat each as a separate entity. 

Four types of lozenge were obtained from the manufacturers, 
containing severally tetracycline 15 mg., oxytetracycline 15 mg., 
aureomycin 15 mg., and an inert substance (glucose). Each 
type was given a number, and a card bearing a number was 
prepared for each volunteer—that of the inert lozenge for the 
controls and that of the appropriate antibiotic (according to the 
sensitivity tests) for the others. The significance of each number 
was not known outside the laboratory. 


Recording of Results 

Health-centre personnel were taken as they were and the 
set-up varied slightly from works to works. Where there was a 
full-time doctor or trained nurse in charge, it was felt that 
results could be entirely relied upon. At the boarding-school 
the matron functioned as health centre, with a visiting doctor. 
In the case of the police the laboratory had to act as medical 


NUMBER OF VOLUNTEERS AND 





centre; since assessment would necessarily be done in consul- 
tation with someone who knew which would be controls, the 
police results were kept in a separate cattégory and used as a 
day-to-day assessment of how the investigation was 
p 


Dosage 


This was purely empirical. To avoid the chance of 
ill effects, the very small dosage of two tablets a day for 
two days was ‘tried. It became plain from the police 
reactions that the original cautious dosage was in some 
cases too small. Several policemen, after having two 
tablets a day for two days, reported that, while they 
thought the tablets were working, they still felt that a 
cold might develop, and a few were given another couple 
of tablets with good results. In the later stages of the trial 
a dosage of two a day for not more than three days was 
allowed when required. No policeman reported any 
untoward results of the increased dosage. Another point 
which emerged was that, to have maximal effect, treatment 
should be begun on the day that the earliest symptoms 
were noticed. 

If the prodromal stages began, for example, on a Friday or 
a Saturday, treatment begun on the Monday might give 
little or no result, though if treatment began early enough good 
results were obtained. This finding is reasonable, as the trial 
of short-term antibiotics here was to forestall the attack of the 
pharyngeal flora, and in these late cases that attack had already 
developed. 


The Trial Itself 


The tablets were issued to the works health centres, 
where volunteers were given them when they reported 
prodromal symptoms. To keep the test as free from 
prejudice as possible, there was no communication 
whatever between the laboratory and the medical centres, 
from the time the investigation started in the autumn until 
it was finishing about Easter, except for the supply of 
further tablets, and a single authorisation from the 
laboratory to proceed beyond the original maximum of 
four tablets. The assessments were collected by the 


INCIDENTS IN EACH GROUP 
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|A|B;/A|B/K/aA|B/K/B{K|A/|B/K/A|B/K/A|B/K/B|K|A/B|K 
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A, no. of — reporting incidents. B, no. reporting incidents, excluding those known to have reported late and developed a full cold. 
» no. of controls. 

* At this works latecomers were rigidly excluded. + This works closed down before the “ cold ” season had properly begun. 

t It was hard to assess the time these boys. 


the start of the symptoms in 
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laboratory when the investigation was over; they were 
made by: 


Metal works (1 
Oil derivatives 
Metal works (2) 
Carbon works 
Flour mill 
Large office \ 
Boys’ boarding-school 


\ Full-time doctor and qualified nurses. 


Part-time doctor and full-time nurses. 

Part-time doctor and deputy manager. 
Part-time doctor and full-time 
matron. 

Unfortunately, no way of avoiding false alarms could 
be thought out, and it was realised that these were 
inevitable: in the assessment of results little reliance has 
been placed on the total number of “ incidents ” by itself. 
On the other hand, if my hypothesis is correct, it must 
follow that where there is a sufficiently high natural 
immunity against attack by secondary organisms there 
should be occasions when a cold is naturally cut short at 
the end of the prodromal stage. It is, of course, a clinical 
fact that many “colds” do not develop, and therefore 
these prodromal stages cannot be ignored. 


When a statement was volunteered that though a cold 
was not entirely avoided it was much shorter or less 
troublesome than usual, it has been felt reasonable to 
include these as partially successful results which might 
have proved entirely so had dosage not been so carefully 
cut down. These appear in the table as “ N.S.T.”—i.e., 
not so toxic. On the whole they were not numerous. 


Results 

The proportion of the volunteers with prodromal 
symptoms who went on to a full cold was consistently 
much lower in the treated than in the control groups 
(see table). 

Each report from a volunteer of the prodromal stage 
of a cold was recorded as an “‘ incident”. As there was no 
means of checking which of these were true colds, all were 
included in the belief that the drug and control groups 
would be evenly affected. A volunteer was regarded as 
reporting a separate incident if the interval since the 
preceding one was about a month. 


As far as possible, note was kept of where a volunteer 
was late in reporting an incident, except in the control 
series. This lateness had a definite effect on the results. 
Records were kept of the number of “ volunteers ”’ (i.e., 
the total number in each group), “ Colds ” (i.e., incidents 
which developed into full colds), “‘ N.s.T.” (i.e., the not- 
so-toxic colds), and “‘ Prodromal ” (i.e., cases. where the 
symptoms were cut short after a couple of days, with no 
mucopurulent stage following). 


Discussion 

There was a strong similarity in the findings of all the 
units of the investigation (see table), though there was 
no communication among them and the staffing arrange- 
ments varied considerably. 

The results in the office workers differed little from the 
factory results, though their conditions of work were 
entirely clerical. . 

The nil returns in metal works (2), where latecomers 
seem to have been more rigidly excluded than elsewhere, 
are particularly encouraging. However, there was also 
a nil return in column B for the office workers. 


The boarding-school with its totally different age-group 
and conditions, gave a different series of percentage ratios, 
but on broadly similar lines to the rest of the investigation. 
The drop in the cold/volunteer ratio (a/V) of four to one 
between the control and treated groups is for young boys 


highly encouraging, even though it was considerably 
below the average of the investigation, which showed a 
drop of six and a half to one. Among the treated adult 
volunteers (excluding all latecomers), 14 colds developed 
in 533 volunteers (2-6 per 100), compared with 73 colds 
in 316 volunteers in the controls (23-1 per 100)—a ratio 
of one to nine. 


A difficulty experienced was that with some volunteers 
the antibiotics gave rise to unpleasant secondary effects. 
Idiosyncracy appears to be a factor, as these untoward 
findings were by no means universal. 


It was, for example, not unusual to find that, while the cold 
cleared up readily in a couple of days, a period of astringent 
irritation, sometimes referred to as a sore throat or flayed 
tongue, might persist for a considerable time, somewhat on 
the lines of “ penicillin tongue ”. This had been foreseen, but 
in order not to introduce any more factors into the investiga- 
tion than could be helped, vitamins were not included. Since 
this condition could be definitely unpleasant it seems that 
something on these lines is essential, and the matter is now 
being investigated. The boarding-school, where vitamins are 
scientifically adjusted, had no trouble of this kind. 


Finally, to ascertain whether in fact the sensitivities of 
the mouth flora had remained stationary, repeat sensitivity- 
tests were done on 141 sputa after the investigation was 
completed. On the whole, the later picture (May) was 
broadly similar to that in the same individuals in the 
autumn, and no trend was apparent in treated volunteers 
different from any in the controls; on the whole a change 
greater than 3 mm. in diameter of the circle of inhibition 
was exceptional. Again, changes were by no means 
always in the direction of reduced sensitivity. 


Conclusions 
The results of this investigation seem to support the 
explanation that a patient’s own pharyngeal flora bear a 
much larger share in the later disabling symptoms of the 
common cold than has hitherto been supposed. The 
effect of autogenous vaccines in reducing the incidence of 
full colds in the vaccinated to a sixth of that found in 
controls has been duplicated by this series, using short- 
term controlled therapy by the appropriate antibiotic, 
wherein the incidence has been reduced nearly to a 
seventh of that in a series of controls, or, taking into con- 
sideration adults only, to a ninth. It may well turn out 
that where a firm maintains a well-run medical centre 
which will cooperate with a laboratory, the disabling 
stages of the common cold may be as readily preventible 
as some of the other infectious diseases which are no 

longer a problem to the community. 


Summary 

Investigations have been made on the supposition that 
the symptoms in the later stages of the Common cold are 
due, not to the virus, but to the patient’s own pharyngeal 
bacteria, which become relatively more virulent as a 
result of the depression of resistance by the virus 
infection. 

A series of tests was cafried out on the effect of short- 
term controlled treatment with an antibiotic whose 
suitability for the patient had been previously ascertained 
by sensitivity tests. 

From October, 1956, until April, 1957, 919 volunteers 
were divided into two groups. Of these, 581 received 
short-term antibiotic treatment when they felt a cold 
beginning, and 338 received an inert tablet. In the treated 
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group, the number of prodromal stages reported was 
287 (49%), of which 22 (7%) went on to full colds. In the 
control group, the prodromal stages numbered 182 (54%), 
of which 87 (48%) went on to full colds—i.e., 4 colds per 
100 volunteers in the treated and 26 per 100 in the control 
group. The figures for adults were 2-6 per 100 and 23:1 
per 100 respectively. 


The small dosage of antibiotics used had no permanent 
effect on the sensitivity of the pharyngeal bacteria, nor 
on the proportions of the various species. Some volunteers 
had irritation of the throat and tongue. 


It is suggested that, after sensitivity tests have been 
done, controlled short-term antibiotic therapy can without 
risk drastically cut down the effects of the common 
cold. This method can easily be applied in industry 
by any well-staffed medical centre, cooperating with a 
laboratory. 

Thanks are due to Messrs. Lederle and Messrs. Pfizer for the 
supply of lozenges; to the medical officers of Williams and Williams, 
Chester, Associated Ethyl Company Limited, Metal Containers, 
Cabot Carbon, and Frost’s Flour Mills (all in Ellesmere Port), 
Messrs, Littlewoods in Birkenhead, and Kingsmead School, Meols, 
for their cooperation in the investigation; and to the Chief Constable 
of Birkenhead for permission to include members of his staff in the 
series, 
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PULMONARY MONILIASIS TREATED WITH 
NYSTATIN AEROSOL 


G. DonaALD W. McCKENDRICK 
M.A., B.M. Oxon., M.R.C.P. 
PHYSICIAN 


J. M. MEDLOcCK 
M.B. Lond. 
SENIOR REGISTRAR 


INFECTIOUS DISEASES UNIT, ST. ANN’S GENERAL HOSPITAL, 
TOTTENHAM, LONDON, N.15 


NoT uncommonly, fungi multiply rapidly during anti- 
biotic therapy, more often in the intestinal than in the 
respiratory tract. In the case reported here pulmonary 
moniliasis complicated a fulminating influenzal pneumonia 
and responded rapidly to inhalations containing nystatin. 


Case-report 

A girl, aged 9 years, was admitted to the infectious diseases 
unit of St. Ann’s Hospital in the early hours of Nov. 18, 1957, 
with a history of having started a “‘ cold” forty hours previously. 
When first examined by her own doctor seven hours before 
admission she had fever, a dry cough, and pain in the chest, 
but no other abnormal signs or symptoms. Her general con- 
dition at that time was very good, but when she was seen again 
six hours later she was found to be shocked, delirious, and 
grossly dyspneic, and was immediately brought to hospital 
with a diagnosis of influenzal pneumonia. By this time 
there were early signs of consolidation in her left lung. She 
was put in an oxygen tent and given intramuscular 
penicillin and streptomycin together with sulphadiazine by 
mouth. 

When first seen by us fifty hours from the onset of her 
illness, she was unconscious, with facial twitchings, and 
extremely toxic, with respitations 76 per min., temperature 
105°F, and pulse-rate 180. There were signs of pneumonia in 
both lungs, the left being worse than the right. A white-cell 
count showed 3500 cells per c. mm. (polymorphs 2%, 
lymphocytes 96%). There was thought to be no doubt that 
this was a primary viral influenzal pneumonia of fulminating 





character, and the chances of recovery appeared remote.* 
Treatment with intravenous hydrocortisone 12:5 mg. an hour 
was started, and the sulphadiazine was withheld. 

Nov. 19.—Next day she was conscious and at times coopera- 
tive, and prednisone 5 mg. six-hourly was substituted for the 
intravenous hydrocortisone. Her general, cundition otherwise 
remained the same, with respirations 70 a minute. No sputum 
could be obtained. A white-cell count now showed 12,000 
cells per c. mm. (96% polymorphs). 

Nov. 20.—There was no change in the general condition, 
but the cough became productive for the first time, and large 
quantities of sticky blood-streaked mucogelatinous material 
were removed manually from the pharynx. A direct film 
showed this to consist of epithelial cells and Candida albicans 
with no pus cells, and culture produced a heavy growth of 
C. albicans. This fungus was also recovered in profusion 
from the tongue, throat, feces, and a perianal skin lesion 
which later developed, but blood-cultures were repeatedly 
sterile. 

Treatment with nystatin was started as soon as C. albicans 
was seen on the sputum films. 500,000 units was given 
six-hourly by mouth for eight days and 500,000 units four- 
hourly by nebuliser into the oxygen tent for four days. The 
solution was made by mixing 500,000 units of ‘ Mycostatin ’ 
(Squibb) with 15 ml. of distilled water to a fine suspension 
and atomising this at a flow of 6 litres a minute, which 
exhausted the solution in about an hour. 

Nov. 21.—Improvement began with lessening of the 
dyspnoea (respiration-rate 40-50 a minute) and the ability to 
take a little more by mouth. 

Nov. 22.—Extensive spontaneous emphysema appeared 
on the neck and the supraclavicular and left infraclavicular 
areas. 

Nov. 23.—The emphysema had spread over the whole 
chest, and a positive Hamman’s sign confirmed the presence 
of mediastinal emphysema in addition. (No distress was 
caused by this complication, and the air was absorbed within 
ten days.) It was now clear, however, that the infection was 
being overcome, and improvement continued until discharge 
on Jan. 1, 1958. 
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No C. albicans could be grown from any source except the 
perianal skin lesion, which ultimately cleared up on treatment 
with 1% gentian violet. 


The course of the patient’s illness and the treatment 
are shown graphically in the accompanying chart. 


Comments 


Previous experience with fulminating influenza led us 
to expect a secondary staphylococcal infection with 
probable death within one to three days of admission, and 
the patient’s recovery is in part due to the prevention of 
bacterial complication by early and adequate antibiotic 
therapy. Bacteria, however, were superseded by C. 
albicans and the extensive moniliasis which developed 
might well have proved equally fatal. 

We were much impressed with the speed with which 
C. albicans disappeared from the sputum under treatment 
with nystatin, and believe that the inhalations were the 
decisive factor in this, because nystatin is little absorbed 
from the intestinal tract. We have been unabie to find 
any published report of the use of aerosol nystatin therapy 
in moniliasis. The dosage used was arbitrary but appeared 
highly effective and caused no complications. Possibly a 
smaller dose might have achieved the same result. 


ADDENDUM 

Since the patient was discharged from hospital she has had 
a return of cough and sputum with evidence of a developing 
bronchiectasis at the left base, and monilia have been recovered 
from sputum obtained after postural coughing. Her general 
condition is excellent and the fact that monilia were not 
completely eliminated in the acute stage does not affect our 
belief that the nystatin by aerosol played an important part 
in her survival. Treatment is continuing with intensive physio- 
therapy and further nystatin inhalations with again a prompt 
disappearance of monilia from the sputum. 

We should like to thank Dr. T. B. Williamson for the pathological 
reports and for his helpful comments on the case. 


PERFORATION OF DUODENAL 
DIVERTICULUM 


ALBERT JACOB 
M.B. St. And. 
HOUSE SURGEON 


JAMES LISTER 
M.B. Edin., F.R.C.S.E. 
SENIOR SURGICAL REGISTRAR 


MARYFIELD HOSPITAL, DUNDEE, ANGUS 


THREE types of duodenal diverticulum are described: 
(1) those in the first part of the duodenum, which are 
pseudodiverticula associated with the scarring of peptic 
ulceration; (2) true congenital diverticula close to the 
ampulla of Vater and consisting of a pouch formed by the 
whole thickness of the duodenal wall; and (3) diverticula 
in the second and third parts of the duodenum, probably 
of the pulsion type and consisting of an extrusion of the 
mucosa and submucosa usually alongside a blood- 
vessel. 

The majority of duodenal diverticula cause no symp- 
toms; they are usually wide-necked and their contents 
fluid, and therefore stagnation does not occur. In some 
cases, however, symptoms are produced by pathological 
changes within the diverticulum or by mechanical 
pressure from it. Ulceration with perforation or erosion 


of a large vessel, peridiverticulitis, malignant change, 
pressure on the biliary or pancreatic ducts, and calculus 
formation, occasionally with fistula, have been described 
(Chitambar 1953). 


Mackay and Page (1955) reviewed eight cases and added 
a ninth case of perforation of a duodenal diverticulum. 


Case-report 

On Feb. 24, 1957, a woman, aged 67, was admitted to the 
surgical wards of Maryfield Hospital. Six hours before admis- 
sion she had been seized with a sudden knife-like pain in the 
right hypochondrium, associated with nausea but no vomiting. 
The pain gradually spread to the whole of the right side of 
her abdomen. She said she had undergone cholecystectomy 
in 1929, hysterectomy in 1933, appendicectomy in 1940, and 
two operations (nature unknown) for duodenal ulcer. Recently 
she had enjoyed good health. 

On examination her general condition was good. Tempera- 
ture 97:8°F. Pulse-rate 96. Blood-pressure 130/60 mm. Hg. 
She had tenderness and guarding on the right side of her 
abdomen, especially in the right hypochondrium, where a 
tender mass was palpable. Bowel sounds were absent. The 
mass was thought to be a tense inflamed gall-bladder, in spite 
of the history of cholecystectomy. 

Laparotomy under anesthesia with thiopentone, gallamine, 
and nitrous oxide and oxygen was done through a right upper 
paramedian incision. Numerous dense adhesions were found, 
especially around the duodenum. The gall-bladder was 
present and healthy. The appendix had been removed. 
A satisfactory posterior gastro-enterostomy was present, 
together with a pseudodiverticulum opposite a healed duo- 
denal ulcer. On further exploration, after the separation 
of adhesions, a retroperitoneal cystic swelling was found 
lateral to the second part of the duodenum. This swelling 
contained orange-coloured sebaceous material which was 
removed, exposing an opening into the duodenum on the 
medial side of the posterior wall, just distal to the ampulla 
of vater. This opening was closed with two catgut 
sutures. A rubber-dam drain was brought out through 
a stab wound in the flank, and the abdomen was closed in 
layers. 

Microscopic examination of the edge of the opening in the 
duodenum showed infected gastro-intestinal mucosa containing 
bilestained debris and probably duodenal in origin. 

Postoperative recovery was delayed by drainage of bile- 
stained fluid in small quantities from the stab wound. This 
cleared after three weeks, and the patient was discharged to 
a convalescent home. 

Follow-up.—A barium meal on March 23, 1957, showed a 
normally functioning gastro-enterostomy, but the duodenum 
could not be filled with barium. Follow-through showed no 
leak of barium. 

Comment 

Perforation of a duodenal diverticulum is rare. Of 
the nine cases previously reported in the English literature 
(Mackay and Page 1955) only two were diagnosed pre- 
operatively, and three were diagnosed only at necropsy 
in spite of previous laparotomy. Preoperative diagnosis 
is difficult not only because the condition is rare but 
also because the lesion is in an inaccessible situation. 
These cases require early laparotomy, and the retro- 
peritoneal part of the duodenum should be carefully 
examined for a diverticulum. 

We wish to thank Mr. W. G. Campbell for permission to publish 
this case, which was treated under his charge; and Dr. M. de G. 
Gribble for the pathological report. 
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Preliminary Communication 





HEPATIC VENO-OCCLUSIVE DISEASE 
PRODUCED EXPERIMENTALLY IN RATS BY THE 
INJECTION OF MONOCROTALINE 


For the past eight years the University College of the 
West Indies has made an intensive study of the various 
types of liver disease in that area. 

One of the diseases studied has been hepatic veno- 
occlusive disease,’—* which is not confined to humans 
in the West Indies but is found also in animals and has 
a world-wide distribution. The pathological findings 
consist of an intimal overgrowth of connective tissue of 
the hepatic veins, causing partial or complete occlusion 
centrilobularly, with a consequent damming back of the 
blood in the sinusoids, which become distended (the 
so-called “‘ lagoons of blood ”’). The ultimate result is a 
generalised fibrosis of the liver, with a predominant centri- 
lobular distribution. 

There is much evidence to show that the condition is 
caused by the pyrrolizidine group of alkaloids found in 
Composite (genus Senecio), the Leguminose (genus 
Crotalaria), and Boraginaceez (genus Heliotropum).® 

Considerable investigation has been carried out on the 
various diseases in animals caused by the ingestion of the 
above plants; such diseases are the walking disease of 
horses and cattle in Northwestern Nebraska,* dun- 
siekte or enzootic liver disease of equines in South 
Africa,’ * walkabout disease in Northwestern Australia,*® 
Winton disease of New Zealand,® and ragwort poisoning 
of horses and cattle in the United Kingdom.’ 

In the field animal and in the experimental animal, 
various lesions of the liver, other than veno-occlusive 
disease, have persistently been described; they are centri- 
lobular congestion with “lagoons of bl ”, hemorr- 
hagic necrosis, cirrhosis, the megalocytosis of Bull,” 
endothelial hyperplasia, and neoplasia.'* 

Although hepatic veno-occlusive disease has been 
described in various field animals,*~* the pathological 
findings have not been described in the experimental 
animal except by Martin and Hill in horses suffering from 
the walking disease of Northwestern Nebraska ™* after 
feeding with senecio riddelli, and by Berry and Bras in 
a calf after feeding with crotalaria fulva.'* 

At the Royal Free Hospital, one of us (C. F. S.) has 
injected Wistar rats intraperitoneally with monocrotaline 
(91-7 mg. per kg. of body-weight). Monocrotaline 
(C,H,;O,N) is one of the pyrrolizidine group of alkaloids 
isolated from several species of Crotalaria (Leguminosz). 
Within ten days hepatic veno-occlusive disease developed, 
with intimal thickening of the centrilobular veins caus- 
ing partial or complete occlusion and lagoons of blood 
within the sinusoids in about a quarter of the animals. 


A |. Hill, K. R. in Liver Injury (edited by F. W. Hoffbauer). New York, 
a) ' R., Rhodes, K., Stafford, J. L., Aub, R. Brit. med. J. 1953, 
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The dosage of monocrotaline, the age of the rats, and the 
extent of the lesion appear to have no relationship, but 
further investigations are being made to establish the 
pathogenesis of the disease. 

We wish to thank Dr. Roger Adams, of the University of Illinois, 


for the supply of monocrotaline. 
KENNETH R. HILL 
M.D., B.SC. Lond., M.R.C.P. 
CYNTHIA F. STEPHENSON 





; M.B. Lond. 

Department of Pathol IAN FILsHIE 
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MANCHESTER MEDICAL SOCIETY 
Terminal Apnea 

AT a meeting of the section of anesthetics, on Feb. 20, 
Dr. H. J. BRENNAN said that apnoea persisting at the end 
of operation must be regarded not as an entity but as a 
symptom of some underlying condition, the diagnosis of 
which was oa for the satisfactory treatment of the 
patient. 

It was inneneinn to distinguish between central and 
peripheral causes of the apneea. This might best be done 
by faradic stimulation of the ulnar nerve at the elbow. 
If such stimulation resulted in full flexion and ulnar 
deviation of the hand, the apnoea was central in origin; 
if there was no response it was probably due to a residual 
effect of the relaxant drugs on the myoneural junctions. 
In the latter event, especially if there was any question of 
hypokalemia, it was most important that the anesthetist 
should maintain pulmonary ventilation until the patient 
was breathing regularly—even if somewhat inadequately— 
on his own. Then, and not until then, neostigmine should 
be administered; but this drug should never be given 
to a patient who was apneeic be a result of tubocurarine 
or gallamine. 

Central causes of persistent apnoea included carbon- 
dioxide depletion and carbon-dioxide excess, the latter 
either producing true carbon-dioxide narcosis in emphy- 
sematous subjects whose respiratiou had been controlled, 
or potentiating certain neuromuscular blocking agents. 
The commonest central mechanism, however, was 
derangement, not depression, of the respiratory centre. 
This could result from regular rhythmical ventilation of 
apneeic patients, especially if they were strongly vagotonic. 
In the absence of any potent respiratory stimulus, this 
form of apnoea would persist almost indefinitely, but it 
could be terminated immediately by flexing the neck, 
or letting down the cuff of a cuffed tube, or stimulating 
the carina with a suction catheter. 








“ The first peculiarity of the career in pure research is its complete 
unpredictability. In many forms of professional work a man can feel 
assured that a high degree of ability coupled with the capacity for 
hard work will eventually bring him to a satisfactory position in his 
chosen way of life. In scientific research this is not so. However 
good a scholastic and academic record a young man may have, 
neither he himself nor anybody else can predict that he will be a 
productive research worker; it is only by trying that he can find out 
whether he has the additional qualities of originality and flair on 
which success depends. All basic research is a pioneering effort 
and the man who takes it up is embarking on an adventure; these 
facts accord ill with the security-mindedness that has become so 
much more prominent a characteristic of the people of this country 
in recent years.””—Sir CHARLES HARINGTON, SC.D., F.R.S., Leadership 
in Scientific Research. London, 1958. 
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The Sanctity of Life and the Criminal Law 
GLANVILLE WILLIAMS, PH.D., fellow of Jesus College, Cambridge, 
formerly Quain professor of jurisprudence, University of 
London. London: Faber & Faber. 1958. Pp. 319. 30s. 

Tuis important book is derived from a course of lectures 
given at Columbia University. It overelaborates, perhaps, on 
American practices, but Dr. Williams has encompassed his 
subject from historical, moral, religious, and philosophical 
aspects as well as from social, medical, and legal ones, in a 
way possible only to the trained legal mind. His approach 
is very radical; and, as theological beliefs are easy to assail on 
logical grounds and as religious doctrines have often blocked 
reform, the clergy (especially the Roman Catholic) are sharply 
criticised. Some readers’ lingering doubts about desirable 
change may be finally stilled, notably regarding abortion, to 
which, rather surprisingly, a third of the book is devoted. He 
goes very much further than most in the liberty he would allow 
a mother in killing a child she considered defective, but in 
criticising the capriciousness of the infanticide law he is on 
firmer ground. He argues in favour of contraception and sterilis- 
ation, but his views on the importance of a background of 
epilepsy or mental defect are not in proportion and outrun the 
opinions of many specialists: Dr. Williams’ apparent advocacy 
of compulsory sterilisation might be harmfully taken much 
further by others than he himself intended.- His account of 
suicide ' is clear and concise, yet quite comprehensive, and will 
be the standard summary of the subject until the law is changed. 
There are also chapters on artificial insemination and euthanasia ; 
but he does not attempt to tackle homicide. Summaries at the 
end of chapters would have been helpful. 

The book is well and engagingly written and there is much 
to interest the medical reader, whatever his specialty. It will, 
for example, be news to many that destruction of a deformed 
infant may be unpunishable in law on the ground that it is 
“not human ” and that a person who permits removal of his 
teeth without adequate reason is technically guilty of a criminal 
offence. The book carries the story up to the Bodkin Adams 
case and the Homicide Act of 1957. 

The understanding and practice of medicine is once more 
enriched by a specialist from “‘ outside’, although he has 
supplied grounds for bitter argument (to the Roman Catholic 
the book will be heresy from end to end). There is some- 
thing of Huxley’s Brave New World about Dr. Williams’ 
approach, which will strike some as slightly sad. 


Recent Advances in Urology 
Howarp G. HANLEY, M.D., F.R.C.S., surgeon, St. Peter’s, St. 
Paul’s, and St. Philip’s Hospitals, London, and lecturer, 
Institute of Urology. London: J. & A. Churchill. 1957. 
Pp. 270. 30s. 

SINCE not all urology is surgical, a physician, Dr. A. R. 
Harrison, and a bacteriologist, Dr. K. F. Anderson, have 
contributed to this book ; and Mr. T. L. Chapman, Mr. J. D. 
Fergusson, and Mr. D. M. Wallace make up Mr. Hanley’s 
team. 

The useful chapter on radiology of the urinary tract describes 
aortography, perirenal air insufflation, and the X-ray image 
intensifier. Conservative renal surgery has advanced consider- 
ably in the past ten years, and we are glad to see a chapter on 
hydronephrosis and partial nephrectomy. There is a well- 
reasoned assessment of the treatment of acute and chronic 
retention ; and an account of the various forms of prostatec- 
tomy performed at present. The section on bladder tumours 
includes a workable scheme for their clinical and pathological 
staging. The present-day treatment of bladder tumours with 
interstitial radiation, external therapy, and partial or total 
cystectomy is ably recorded. Other subjects discussed include 
the chemotherapy of urinary-tract infections, prostatic cancer, 
genito-urinary tuberculosis, and the surgery of the adrenal 
glands. 

1. See Lancet, March 15, 1958, p. 571 


This balanced review of progress will appeal to urologists 
and general surgeons, and also to those working for higher 
examinations. 

Medical Teleology and Miscellaneous Subjects 
F. PARKES WEBER, M.A., M.D., F.R.C.P. London: H. K. Lewis. 
1958. Pp. 86. 15s. . 

“‘] BELIEVE”, says Dr. Parkes Weber, “ that in pathology 
an etiological explanation is more likely to prove correct, if 
teleological points of view have not been neglected in thinking 
it out.” He has here collected many of his short essays, some 
reprinted from periodicals and others revised chapters from his 
earlier work Some Thoughts of a Doctor, and the teleological 
viewpoint is implicit in many of them. For all who rejoice 
in his leisurely style and explorations of the less familiar 
lanes of medicine, Dr. Parkes Weber’s latest publication will 
be an important event. 


Anesthesia and Otolaryngology 
DoNALD F. PROCTOR, M.D., assistant professor of laryngology 
and otology, Johns Hopkins University School of Medicine. 
Baltimore: Williams & Wilkins. London: Bailliére, Tindall, & 
Cox. 1957. Pp. 268. 56s. 

Tue title is a little deceptive, for only about half the contents 
are strictly related to anesthesia for otolaryngological opera- 
tions, while the rest is concerned with general considerations 
common to anesthesia for all operations, and with subjects 
ranging from respiratory resuscitation to the treatment of 
asphyxia neonatorum. Dr. Proctor’s own background may 
supply the linking thread, for after many years in otolaryngo- 
logy he turned to anzsthesia and then back to his original 
specialty. Understandably he found a particular interest in 
those problems in both specialties created by the concurrent 
use of the patient’s airway. His text is inclined to be discursive, 
and contains several statements (that general anzsthesia is 
never given for tracheotomy, for instance) that would not be 
widely accepted. On the other hand, it gives a good picture of 
the range and application of anesthetic techniques for oto- 
laryngological operations, and of their special difficulties. 


From Sterility to Fertility 
Exiot E. PHILIPP, M.B., F.R.C.S., M.R.C.0.G. London: Thorsons. 
1957. Pp. 120. 10s. 6d. 

PopuLAR exposition of medicine here takes on the subject of 
undesired childlessness: it is a subject more suitable than some. 
Fears are unlikely to be implanted; and practitioners, general 
and special, may well prefer patients who consult them on this 
matter to know something of likely causes and possible cures. 
The book will give them enough about both, here and there 
perhaps too much. Doubtless “ an operation to cure a rupture, 
if badly performed, may result in damage to the vas” but is 
it helpful to say so in a book of this kind? Some readers will 
find it a sad sign of the times that the idea of a family doctor, 
exercising continuous care, able to instruct in small matters, 
to advise in great ones, and actually consulting with consultants, 
is conspicuously absent. There is a judicious chapter on arti- 
ficial insemination and an instructive one on adoption. 





Emergencies and Sickness in the Home (Aberdeen: 
G. & W. Fraser. 1957. Pp. 63. 6s. 6d.).—Dr. Winniefred M. 
Gray’s handbook for mothers on domestic first-aid and 
nursing is notable chiefly for some useful directions on the 
prevention of home accidents. Apart from this, its contents 
are in line with those of other first-aid manuals, and it is rather 
less well produced than the manuals of the recognised first-aid 
organisations. 

The Fundamentals of X-ray and Radium Physics (2nd 
ed. Springfield, Ill.: Charles C. Thomas. Oxford: Blackwell 
Scientific Publications. 1957. Pp. 327. 63s.).—Dr. Joseph 
Selman’s textbook is intended chiefly for student radiographers, 
though doctors beginning training in radiology will no doubt 
find it useful. It begins with elementary mathematics, and 
considers the fundamentals of X-ray physics and radiographic 
technique. In the new edition the main revision has been in 
the section on radiation protection. 
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Why suspension Chloromycetin Palmitate? 
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Because the use of an insoluble Palmitate ester 
of Chloromycetin* overcomes the problem 
of administering the bitter-tasting parent 
antibiotic to children who cannot swallow 
capsules. The palatable suspension ‘evolved 
provides easy and flexible dosage and readily 
permits hydrolysis in the alimentary tract to 
release pure Chloromycetin. With these advan- 
tages Suspension Chloromycetin Palmitate is of 
exceptional value in the treatment of many seri- 


ous respiratory and gastro-intestinal infections, 
* TRADE MARK 


SUSPENSION GHLOROMYGETIN PALMITATE 


BOTTLES OF 60 ML, 


PARKE, DAVIS & COMPANY LTD. (inc. USA.) HOUNSLOW, MIDDX. Tel: Hounslow 236! 
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swiftly... 
surely... 
to higher levels 





WITH THE NEW IMPROVED PEWICILLIN-V 


‘V-CIL-K’ brand penicillin V potassium is the most 
efficient oral penicillin yet developed. It combines the 
acid stability of penicillin V with very rapid absorption. 
High therapeutic levels are swiftly attained and peak 
concentrations are reached within thirty minutes. 


*V-CIL-K’ provides the convenience of oral penicillin 
with the speed and sureness of the parenteral route. 
Whether judged by blood levels or by clinical results, 
it is fully as effective as intramuscular penicillin G. 


“V-CIL-K’ may be used whenever penicillin is indi- 


cated, even in serious infections hitherto requiring 
parenteral treatment. The dose is 125-250 mg. four times 
daily. The cost is identical with that of penicillin V. 
Available as tablets of 60 mg., 125 mg. and 250 mg. 





Lilly 


ELI LILLY & COMPANY LTD - BASINGSTOKE - ENGLAND 
36 . 
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Coronary-artery Disease 

IN the many recent papers on coronary-artery 
disease nothing has appeared which challenges the view 
that it is loosely associated with a disturbance in the 
transport of lipid in the blood. The most easily demon- 
strable feature of this disturbance is a raised level of 
serum-cholesterol, and a big effort is being made to 
discover what determines the level of serum-cholesterol 
in health and also its relation to fats in the diet. Because 
lipids are transported differently in other species, this 
has necessitated laborious experimentation on man.'¢ 
From the findings up to date, all observers would agree 
that most fat of animal origin will raise the serum- 
cholesterol (oils from marine animals are.an exception) 
and that most fats of vegetable origin will lower it 
(coconut oil is an exception). There is little agree- 
ment, however, about the nature of the chemical groups 
in the fats responsible for these changes. Whereas 
Keys et al.* hold that saturated acids specifically raise 
the cholesterol levels, AHRENS et al.’ regard the effect 
of dietary fats as a function of their iodine value: the 
more unsaturated the fatty acids, the greater will 
be the lowering of the serum-cholesterol. Neither of 
these groups, each of whom studied the effects of 
natural fats, found any evidence that the “ essential 
fatty acids ”—linolenic, linoleic, and arachidonic acids 
—have any specific lowering action. On the other 
hand, HorLick and CraiG ‘ and KINSELL et al.* showed 
that in some subjects such an action was seen on giving 
ethyl linoleate and linoleic acid in pure form. These 
experiments are very difficult to carry out, and, since 
none of the-investigating groups has exactly repeated 
the conditions of another, the results are not necessarily 
contradictory or mutually exclusive. It may turn out 
that all are partially right and that the different fatty 
acids under certain circumstances specifically affect 
the serum-cholesterol level. We should add that, 
though a raised serum-cholesterol is the most easily 
measured feature of the disturbance of lipid transport, 
it is mot necessarily the most important as regards 
coronary-artery disease. SMITH’ presents evidence 
that other components of the {-lipoproteins—notably 
a pre-8-lipid separated by paper electrophoresis or 
ultracentrifugation—are more closely related with 
myocardial infarction. WALKER et al.® also find that 
different fractions of the lipoproteins react: differently 
to changes in dietary fat. 
. Ahrens, , B.A, H., Hirsch, _ 7m Insull, \ Ww. Tsaltas, T.  €:, , Blomstrand, “as 
Peterson, M. L. Lancet 1957 i, 943. 
Malmros, H., Wigand, G. ibid. 1957, ii 
. Keys, A., Anderson, J. T., Grande, F. ‘bid. p. 959. 
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We know, too, that both ovarian and thyroid-gland 
hormones may profoundly affect the transport of lipids 
in the blood. A dried thyroid extract produces a sus- 
tained fall in the raised levels of lipoproteins, * and triiodo- 
thyroacetic acid may lower the plasma-cholesterol and 
8-lipoprotein levels without raising the basal metabolic 
rate.!° In an attempt to bring together the nutritional, 
endocrine, and clinical findings, OLIVER and Boyp"' 
have produced a helpful diagram, which relates a 
disturbed endocrine function to a disturbed lipid 
metabolism (secondary to dietary excess) and both to 
clinical coronary disease. 

The object of epidemiological studies has been to 
ascertain whether there is a causal link between a high 
incidence of coronary-artery disease, high levels of 
serum-cholesterol, and high intakes of dietary fat. 
A diagram '* showing an association between myocardial 
mortality-rates and dietary fat in different countries 
has often been quoted; but critics can point to the 
inaccuracies of national figures both for mortality-rates 
of specific diseases and for dietary intakes. Indeed 
similar charts have.been drawn showing an apparent 
relation of deaths from coronary-artery disease with 
dietary intake of animal protein * and‘also with the 
number of radio and television licences.‘ National 
statistics certainly indicate an association between 
coronary-artery disease and “‘ a high standard of living ” 
but perhaps they are not sharp enough to dissect out 
the various components in a prosperous life that may 
contribute to mortality. 

Epidemiological studies on a smaller scale are 
scientifically more respectable. For example, the social- 
medicine department of Birmingham University * 
has analysed the records kept by eleven general practi- 
tioners to show the incidence of coronary-artery disease 
in men aged 60-69. The prevalence of the disease 
seemed to be unrelated to the mental demands of the 
men’s occupation (or their smoking habits), but fairly 
closely related to the physical demands, being highest 
for men in sedentary work. This is in line with the 
pioneer work of Morris et al.,'° who in London found 
the morbidity from coronary-artery disease greater in 
bus-drivers than in bus-conductors. They attributed 
the relative immunity of the conductors to the beneficial 
effect of the exercise involved in climbing the stairs to 
the upper deck. Keys et al.'’ have also discussed the 
influence of physical activity on serum-cholesterol 
levels in racial groups in many parts of the world; but 
they conclude that it is much less than the influence of 
the diet. 

Neither epidemiological studies nor investigations 
of the chemical and physical properties of the blood 
9. 9. Strisower, B., Gofman, J. W., Galioni, E. F,, Rubinger, J. H., Pouteau, J., 

Guzvich, a Lancet, 1957, i, 120. 

10. Oliver, M. F., Boyd, G. S. ibid. p. 124. 

11. Oliver, M. F., Boyd, G. S. ibid. 1956, ii, aba 

12. Keys, A. J. Mt Sinai Hosp. 1953, bg 
13. Yerushalmy, J., Hilleboe, NY ~ abe cs Med. 1957, 57, 2343. 

14. Yudkin, J. Lancet, 1957, ii, "155. 
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will suffice to elucidate the pathology of myocardial 
infarction. The essential lesion is in the walls of the 
artery, and it must be explained in terms of the patho- 
logical anatomy or pathological physiology of this 
structure. The sequence—atheromatous plaque: throm- 
bosis: infarction—appears a logical order, and certainly 
it is often followed. But BRANWoop and MONTGOMERY,'*® 
who studied in detail 144 hearts from suspected or 
proven cases of coronary-artery disease, found thrombi 
associated with only 39 out of 61 recent infarcts, and 
not all of these were occlusive. Occlusion by soft 
atheroma was present in 11 others. In some hearts a 
thorough search showed no obvious occlusion to 
account for the infarction ; but in all cases with infarction 
there was obvious coronary stenosis. Clearly there are 
different ways in which coronary infarction may be 
brought about, and it is illogical to suppose that all 
should be attributable to one environmental stress or 
to one disturbance of lipid transport in the blood. No 
doubt most of us are too easily attracted to generalisa- 
tions, which are oversimplifications. 

Another aspect of the problem was presented by 
Ducuip '® when he showed that some of the intimal 
thickenings which characterise atherosclerosis were 
products of thrombi. Mural thrombi in the process of 
organisation become incorporated in the artery walls 
and form fibrous thickenings of the intima. DuGuID 
and ROBERTSON,” considering the mechanical effects of 
this, point out that the arteries are elastic tubes, dilating 
and recoiling with each pulse-wave, and that the incor- 
poration into their walls of fibrous thickenings, which are 
relatively inelastic, must interfere with these movements 
and lead to structural disorganisation. To this they 
attribute the intimal hemorrhages cited by PATERSON,”! 
WINTERNITZ et al.,2* MORGAN,” and others as important 
features of atheromatous plaques; and, like MORGAN, 
they consider that the blood destruction taking place in 
these hemorrhages, and in mural thrombi, may account 
for much of the cholesterol and other fatty debris seen 
in atherosclerosis. 

The question of how lipids enter the arterial wall 
has attracted attention recently. GOLDBERG and 
Morantz™ have devised an ingenious preparation 
in which the aorta of a young chick is perfused with a 
pulsating stream of lipid-enriched blood for periods 
up to two hours. Lipid infiltration of the vessel wall 
appears in the form of discrete droplets, mostly less 
than 0-5y in size, distributed more densely along the 
inner than the outer curvature of the vessel wall and 
extending in depth sometimes as far as the outer wall. 
The droplets are mainly situated in and around the 
connective-tissue cells that lie between the elastic 
lamina. In our last issue Dr. RurstTeIn and his 
colleagues described how they have cultivated portions 
of the inner linings of human aortas in tissue culture. 
18. Branwood, A. W., Montgomery, G. L. Scot. med. ¥. 1956, 1, 367. i Se 
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Cells grow out which closely resemble fibroblasts, 
and, if cholesterol is present in the culture medium in 
sufficient concentrations, these cells take up lipid. 
Because this intracellular lipid deposition is inhibited 
if linoleic acid is added to the meditm, these observa- 
tions may provide an important new link between the 
chemists and the pathologists. Though it would clearly 
be premature to assume that either of the processes 
observed by GOLDBERG and MoRANTZ or by RUTSTEIN 
et al. represents the mechanism by which lipids are 
deposited in the formation of an atheromatous plaque 
in man, each presents an interesting possibility and they 
are not mutually exclusive. 

In considering the morbid anatomy of coronary-artery 
disease, we always come back, however, to the cause of 
intravascular thrombosis. Is the mechanism for main- 
taining the fluidity of the blood connected with the 
mechanism for clearing it of absorbed fats? As is 
brought out by recent reviews,”° °° two substances— 
heparin (very probably) and ethanolamine phosphatide 
(possibly)—have roles in both mechanisms, which might 
explain the association between a disturbance of lipid 
transport and an increased coagulability of the blood. 
But, if the complex mechanisms of blood coagulation are 
important, so equally may be the similarly complex 
mechanisms of fibrinolysis, whereby the organism dis- 
solves and removes small deposits of fibrin. AsTRUP *” 
points out that in the healthy organism fibrinolysis is 
in a dynamic equilibrium with the fibrin-depositing 
coagulation process, and each of these two processes 
is regulated by activating and inhibitory systems. 
GRrEIG’s observation * 2° that alimentary lipemia inhib- 
its fibrolysis is therefore of great interest. He found that 
the inhibitory factor in lipemic plasma is in the (-lipo- 
protein fraction and that the composition of the 
8-liprotein is of more significance than the quantity. 
Here is another link with the lipid-clearing system of 
the blood. 

It is not difficult to see how alimentary lipemia, by 
disturbing the equilibrium between coagulation processes 
and fibrinolysis, might lead to deposition of small 
thrombi on the arterial walls and so be an essential 
part of the pathogenesis of atheroma. On the other 
hand, it is hard to see how it can be in any way 
responsible for the large thrombi so often found in 
myocardial infarction. For alimentary lipemia is closely 
associated in time with the intake of fat, levels of blood- 
lipids being usually at a maximum about two to three 
hours after a fatty meal and returning to normal in 
about six hours. So far as we recall, no clinical observers 
have recorded any regular association between the onset 
of the symptoms of myocardial infarction and the 
ingestion of a large fatty meal two to four hours previ- 
ously: indeed it is almost certain that no such association 
exists. Thus, though a high intake of fat may account 
for the development of atheroma, it does not so readily 
explain why infarction should suddenly supervene. 
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On the practical side, there is so far no satisfactory 
evidence that the lowering of serum-cholesterol levels, 
either by diet or by other means, reduces the liability 
to myocardial infarction; and until such evidence is 
obtained there is no clear case for drastic measures, 
dietetic or otherwise, to reduce cholesterol levels. We 
can agree with McMICcHAEL * that “ strong emotional 
devotion to corn-oil diets ” will do no good. Nevertheless 
it is wise to repeat to many middle-aged people, whether 
or not they have had a myocardial infarct, that “ men 
dig their graves with their teeth’. In this country the 
average intake of dietary fat is high and getting higher; 
and one can reduce it substantially without becoming 
a crank, upsetting the normal routine of a family kitchen, 
or forgoing social engagements. The serum-cholesterol 
level is likely to fall if one eats sparingly of butter, 
cream, and pastries, chooses only the lean portions of 
meat and bacon, and makes fried food a luxury rather 
than a regular daily feature of the diet. Such moderation 
can do nothing but good. On the larger question of 
public health, Dr. SrncLair,*! whose letter on essential 
fatty acids and idiopathic hypercalcemia appears 
on p. 639, may prove to be right in thinking it 
important to increase the content of linoleic and 
other essential fatty acids in national diets. To this 
end the margarine industry could be pressed into 
service and the old battles with the millers renewed. 
But at present the evidence that we suffer from wide- 
spread partial deficiency of essential fatty acids, and that 
this contributes to coronary-artery disease, is no more 
than suggestive. Perhaps use of the new method of 
gas-liquid chromatography to analyse these substances ** 
will lead to much more precise knowledge both of the 
amounts of essential fatty acids actually present in 
different diets and about their role in lipid transport. 
It will be best to await this new knowledge before 
pressing any public-health measures; though the need 
for investigation is clear enough to be urgent. 


Perinatal Mortality 

ENTRY into this world is attended by many hazards. 
The process, unlike foetal development, can be con- 
trolled to some extent; but the control exercised some- 
times adds to the hazards. Even healthy infants born 
punctually may face difficulties. For instance, mal- 
presentation or disproportion can delay birth sufficiently 
to cause anoxia; necessary manipulation may give rise 
to frank or concealed trauma; or uterine inertia or hypo- 
activity, especially after early rupture of the membranes, 
together with decreasing vascularity of the placenta may 
induce foetal distress. Foetal distress may also arise 
from a hypertonic uterus which compresses placenta, 
cord, and infant. Thus, even at term trauma and 
asphyxia of antepartum or intrapartum origin may give 
the infant a poor start. The well-developed postmature 
infant also has its problems; it needs more oxygen than 
a small premature baby, but may receive less because 
the O, saturation of the placental blood is reduced after 
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40 weeks.' Also, with its fully developed respiratory 
centre the postmature infant is more likely to react to 
hypoxia by respiratory efforts in utero, with the danger 
that pneumonia will later develop, especially if the 
membranes ruptured early. Finally, a larger baby may 
entail a longer labour and again hypoxia. There are, 
too, wholly unexplained stillbirths among postmature 
infants.2_ But Bounp et al.* consider that the chief risk in 
postmaturity is intrapartum asphyxia arising from 
toxemia, hypertension, and long labour, and that other- 
wise the chances are as good as for all non-premature 
deliveries; and Prof. F. J. BROWNE‘ insists that “the 
risks to the child of so-called ‘ postmaturity’” are non- 
existent. The dangers attending premature birth are 
manifold and may be divided into those due to maternal 
and those due to foetal causes. 

Among the maternal causes toxemia and hypertension are 
common, and prematurity is said to occur ten times more 
often in multiple than in single pregnancy.’ If an infant is 
successfully delivered of a toxemic mother its chances of 
survival seem to be no less than those of a child from a non- 
toxezmic mother *; its troubles are mostly in utero either from 
spasm of the uterine blood-vessels due to maternal hyper- 
tension or from maternal convulsions which deprive it of 
oxygenated blood still more seriously. Nor must it be forgotten 
that treatment which is beneficial to the mother may harm the 
infant. Where twins are concerned the second child is the more 
likely to suffer, since it is usually the smaller, has been longer 
in utero since rupture of the membranes, and is more liable to 
have been subjected to manipulation. All these factors tend 
to result in trauma and hypoxia. Another cause of feetal 
hypoxia is placental hemorrhage; this seems to be commoner 
in multipare.* Cesarean delivery might be thought to be 
admirable for the foetus; but, even when the operation is 
performed under ideal circumstances and with unruptured 
membranes, unexplained respiratory difficulties may follow.’ 

The risks of foetal origin are mainly due to incomplete develop- 
ment—for instance, a partially organised respiratory centre or 
lung alveoli whose lining cells are still cubical. 

Clearly, both prematurity and postmaturity are undesir- 
able, but in most instances we have no idea why an 
apparently normal infant should be born out of time; for 
that matter, we do not know why it is born at the right 
time, and more information about this is urgently needed. 

Apart from foetal malformation, about the causes of 
which we know nothing of practical use, and birth 
trauma, which is sometirhes avoidable, foetal distress is 
the most important cause of perinatal mortality. Treat- 
ment of this must fail if the distress and anoxia have 
lasted long enough to cause extensive capillary hamor- 
rhages in the central nervous system and the viscera. 
In prevention care must be taken to avoid giving the 
mother analgesics and anesthetics which jeopardise the 
life of the infant. In labour no drug of this kind is 
both fully effective and fully safe, but some are reason- 
ably satisfactory. Roperts et al.* found that pethidine 
caused a decrease of 10-15°/, in the newborn infant’s 
minute volume, compared with groups where pethidine 
had not been used; and the respiratory depression 
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continued for some hours after birth. Surprisingly the 
depression was greatest when the pethidine had been 
given to the mother more than 3'/, hours before delivery 
—and this without the complication of anesthesia. 

The means of judging the intra-uterine fcetal condi- 
tion are limited. All that can be done is to note the 
heart-rate and look out for the passage of meconium; 
but by the time meconium is passed the foetus may be 
severely distressed. The obstetrician must try to ensure 
that at birth respiration is not only spontaneous but 
adequate. The first and obvious step is to ensure that the 
airway is clear and to prevent aspiration of anything but 
air. Possibly parturition in the natural squatting position 
may aid drainage of mucus, but in addition the traditional 
sucker or some more efficient machine must be used. 
DONALD ® recommends that the stomach too should 
be emptied—especially after cesarean delivery, where it 
is likely to be full. Moreover, a full stomach inevitably 
embarrasses respiration. A newborn, and particularly 
a premature, infant has much to contend with; its bones 
and cartilages are so soft that inspiratory effort can 
make the thoracic wall concave, and the walls of its 
pulmonary alveoli are held together by virtue of their 
moisture so that they have to be forced open. The 
actual force used was measured by means of a trans- 
csophageal manometer modified from one described by 
DorNHORST and LEATHART.*® With this system DONALD® 
obtained recordings from 40 infants at or near the time 
of birth, including the first breaths and the first cry. 
These records show that initial swings of pressure of 
40 cm. water are common, and that in vigorous crying 
the pressure may momentarily reach 90 cm. These are 
high pressures, even compared with forced breathing in 
an adult, and show the effort which must be made to 
overcome cohesion of the alveolar walls. It is not 
surprising that the immature infant is not always 
successful without help. Once the alveoli are thoroughly 
opened respiration becomes far Jess effortful. Radio- 
graphs show that in mature infants pulmonary expansion 
is well advanced in about two minutes after the first 
breath, and in a few more minutes patchy mottling gives 
place to a clear lung field, and air can be seen in the 
stomach and duodenum. In a healthy but immature 
infant the process takes longer, and expansion is not 
complete in two hours. Radiography can be an invalu- 
able aid in diagnosis and prognosis; but, remembering 
the work of STEWaRT et al.,’° radiographs should not be 
taken needlessly. 

Having begun to breathe, some infants fail; the causes 
may include the development of hyaline membrane, 
secondary atelectasis, or intracranial damage. Regarding 
hyaline membrane the only certain facts are that it is 
very rare in postmature infants, that it can develop after 
an apparently satisfactory caesarean delivery, and that it 
by no means inevitably follows aspiration of liquor 
amnii and meconium by a severely asphyxiated infant, 
especially if it is postmature. Nor is recovery impossible 
from a syndrome suggesting hyaline membrane. The 
urgent requirement of every newborn child is for : air 
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and plenty of it, so that the lungs expand well, hypoxia is 
relieved, and the central and peripheral circulations 
carry well-oxygenated blood to all regions to ensure 
prompt reflex adfustments from an intrauterine to an 
intramundane existence. With a good start primary 
pulmonary trouble becomes increasingly improbable 
after twelve hours of life. Anything which will give the 
child this good start is worth trying, and for severely 
hypoxic and premature infants some sort of respirator 
is often essential. A mask or catheter pattern can be 
applied more quickly and easily than a tank type 
requiring a seal. The augmented-respiration method 
developed by DoNALD * has much to recommend it. 
The concentration and duration of oxygen administra- 
tion have to be carefully determined, in order to avoid 
the disaster of retrolental fibroplasia.' But whatever 
the perfection of the machine and the skill of the oper- 
ators there will still be failures. Sometimes the cause 
is unsuspected cerebral damage incompatible with life ; 
it is often impossible to distinguish between a primary 
pulmonary condition, birth trauma, pneumonia, and 
intraventricular hemorrhage. 

Our ignorance of perinatal mortality is still appallingly 
extensive; and we hope that the important national 
survey by the National Birthday Trust Fund” will 
show how we can reduce it. Meanwhile the number of 
deaths can be curtailed only by unfailing vigilance and 
the wholehearted cooperation of all who attend women 
in pregnancy and labour. 


The Pyramidal Tract 

Tue clinical neurologist pictures the pyramidal tract 
as the main corticofugal pathway from the motor 
cortex to the pons, medulla, and spinal cord, and as 
the highway for impulses subserving voluntary move- 
ment, with an additional inhibitory effect on lower 
motor centres by which muscle tone is controlled. 
The pyramidal syndrome—weakness without muscle- 
wasting, increased tendon-reflexes, absent abdominal 
reflexes, and extensor plantar responses—is taken to 
indicate a lesion of this tract. This view is in part 
demonstrably inaccurate, and Bucy ** suggests that the 
concept of the pyramidal tract has neither structural 
nor functional validity and should be abandoned. 

HowMes and PAGE May “ in 1909 concluded, from a 
study of retrograde degeneration in lesions of the 
cervical cord in man and animals, that the great majority 
of the tract was derived from Betz cells in the precentral 
convolution. This is still commonly taught (though not 
by HoLMgs), even though for over twenty years evidence 
from the correlation of fibre and cell counts has shown 
that only a small proportion of the tibres can be derived 
from Betz cells. Degeneration studies suggest that 
some come from the parietal cortex; but the origin of 
over two-fifths of them is still unknown. It is not 
established that these cells are exclusively of cortical 
origin, and it has even been questioned whether all the 
fibres are descending. 
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On the functional side also, inroads have been made 
into the concept of the pyramidal tract as the sole path- 
way for voluntary movements. In monkeys section of 
the medullary pyramids produces by no means complete 
loss of voluntary movement, and extirpation of the 
precentral cortex causes a weakness which is not par- 
ticularly spastic and in which muscle wasting occurs. 
In man, too, limited precentral cortical ablations may 
give rise to weakness with wasting and little spasticity; 
nor are the abdominal reflexes abolished. Such observa- 
tions (many of them made by Professor Bucy and his 
school) have been known for some years. Even more 
interesting information has come from operations, used 
in the treatment of parkinsonism and allied conditions, 
in which the peduncular tract is cut. In such cases 
cutting the central portion of the peduncles, in which 
the majority of the precentral corticospinal fibres lie, 
reduces tremor and involuntary movement, often greatly ; 
but voluntary movement, even finely coordinated and 
controlled, may be little changed; and spasticity and 
increase in tendon-reflexes are inconspicuous. The 
plantar response does, however, tend to become extensor 
—a change also noted after extirpation of the precentral 
cortex in man. All that seems to be left of the pyramidal 
syndrome is the Babinski response; and even this is 
being called in question. From time to time cases are 
cited in which the pyramidal tracts are demonstrably 
intact histologically yet the Babinski response is present. 
This is usually explained by postulating a functional 
lesion in the tracts—a reasonable explanation because 
reversible loss of function in the anatomically intact 
tract is known to occur in various toxic states and in 
epilepsy. NATHAN and SMITH ® carefully studied two 
cases in which the pyramidal tract was undoubtedly 
sectioned and yet the plantar responses remained flexor 
for many weeks. This is more difficult to explain. If 
the sign of Babinski is not present when the tract has 
been completely interrupted, then this can no longer be 
accepted as the clinical sign par excellence of a pyramidal 
lesion. The evidence on this point is still too incomplete 
for final judgment. 


These facts seem to justify Bucy’s strictures on the 
“‘ pyramidal system” as an “old erroneous idea” 
embodied in “ old antiquated terminology ”. To some 
extent he is tilting at a windmill. Most ‘neurologists 
have long accepted a radical revision in the exact site 
of origin of the pyramidal tract and have modified their 
view of it as the sole transmitter of voluntary movement. 
They retain, however, some regard for spastic weakness 
and upgoing toes as signs of interruption of the main 
corticospinal tract—even while admitting that these signs 
are not invariably found. How far even this is justified is 
debatable. Such doubts have not yet found their way 
into standard textbooks—general medical texts offending 
more in this respect than neurological—and the 
mummified tradition tiey sometimes reflect should 
not be mistaken for living opinion. Professor 
Bucy does us a service in drawing attention to the 
discrepancy. 


Annotations 





AGAINST THE COMMON COLD 

AMONG the diseases due to microbial infection, the 
common cold has held out most strongly against either 
elimination or control. The apparently trivial but prac- 
tically important differences between the virus strains 
make it the most elusive of diseases. The “ tame ” virus 
carefully maintained in the Common Cold Research 
Unit’s laboratories had little of the dramatic effect of 
the “ wild” variety imported into a group of scientists 
after a period of isolation from the rest of mankind had 
made them relatively susceptible.! The history of trials 
of vaccines against apparently more stable and specific 
forms of respiratory pathogens such as the influenza virus 
shows that, as in the recent experience with “ Asian ” 
influenza, success follows only when the vaccine is specific 
to the current epidemic strain. The common cold cannot 
be dismissed as a mere nuisance, for it is too commonly 
the precursor of more serious infection and even death in 
patients already crippled by chronic respiratory disease. 
Any novel approach to the problem, however unpromising 
it may appear, is therefore to be regarded with hope and 
interest. , 

In this issue we publish two articles by Dr. J. M. 
Ritchie on cognate aspects of the prevention or modifica- 
tion of the effects of secondary bacterial invasion by 
organisms normally saprophytic in the oropharynx. The 
notion common to both reports is an acceptance of the 
present impracticability of matching vaccine to epidemic 
virus and the need either to prevent secondary invasion or 
to abort it. Dr. Ritchie describes how his own early dis- 
belief has had to give way against evidence from the small 
but carefully controlled trials he has conducted first of 
vaccines prepared from the flora of the subject’s own 
pharynx and then of antibiotics to which these organisms 
were shown to be sensitive by the curtailment or suppres- 
sion of the more distressing symptoms of the common 
cold. 7 

In a disease as protean as the common cold, the conduct 
of controlled trials is always difficult. The subjective 
nature of the clinical assessment demands very strict 
control of psychological factors, and anecdotes of entrea- 
ties for revaccination from people who had received 
dummy preparations in previous trials emphasises this 
need. In this instance it has been met by random alloca- 
tion of volunteers to groups given either autogenous 
vaccine or saline and the independent assessment of 
patients’ reports by medical staff ignorant of these 
allocations. 

Since these autogenous vaccines could not be expected 
to prevent the initial virus infection, the incidence of mild 
prodromal upsets should not be very different in the 
vaccinated and control series; and for the first two months 
of the trial this was the case. On the other hand, the 
proportion of all obvious infections which developed into 
distressing full-blown colds was much lower in the 
vaccinated groups. After the second month of the trial, 
administrative and other difficulties entailed the with- 
drawal from the continuing source of infections of some 
of the initial group of volunteers in both series. These 
men do not seem to be very obviously self-selected, and 
their subsequent experience does not suggest that they 
had an inherently better resistance to disease. Indeed, 
those who persevered might have had the incentive of a 





15. Nathan, P. W., Smith, M. C. ¥. Neurol. Neurosurg. Psychiat. 1955, 18, 250. 





lock, J. E., S ville, T. Lancet, 1951, i, 25. 


1. Andrewes, C. H., L 












77) 5 / 5 LA NCE 


630 ANNOTATIONS 





March 21, 1953 


THE LANCET 





worse cold history in the past; but they had fewer colds 
than those who did not complete the vaccination course. 
They also had relatively less absence from work because 
of colds and other respiratory-tract infections than did the 
remainder of the vaccinated subjects and much less than 
those who had received physiological saline solution. 

Ritchie’s second experiment compared the experience 
of volunteers randomly divided into four groups. As soon 
as they felt a cold was beginning, three of these groups 
were given oral antibitics to which their own mouth 
organisms were sensitive; the others received inactive 
tablets. Independent assessment of the respiratory infec- 
tions suffered in the following winter showed that, while 
the incidence of insipient colds reported was similar, only 
7% of those in the antibiotic-treated group went on to 
full development compared with 48% among the control 
series. 

Although it is always possible for the scientific purist 
to suggest inadequacies in experimental design or method, 
the care with which these small studies have been con- 
ducted combines with the consistency of the results 
obtained to suggest that the underlying thesis merits 
more extensive trial. Although such a trial might be 
carried out on a volunteer population drawn, like the 
present one, largely from relatively healthy workers in 
industry, the application of the methods involved would 
be particularly apposite in patients with chronic respira- 
tory disease. The widespread use of antibiotics may carry 
the epidemiological risks involved in building up resistant 
strains. But in chronic bronchitics, where repeated serious 
infections hasten deterioration and death, there would be 
a useful place for this via media between continuous 
antibiotic medication and a policy of masterly inactivity. 


THE IMAGINARY TEXTBOOK 
UNpkeR the title La Musée Imaginaire, André Malraux 
has written of those advances in pictorial reproduction 
that have made possible an abundance of art books of 
high standard, enabling us to enjoy in our homes fine 
pictures from the world’s museums. The converse is a 


well-known feature of medical London, where the - 


Wellcome Museum of Medical Science (183, Euston 
Road, London, N.W.1) is virtually a textbook on walls. 
Hete 10,000 visitors a year inspect the displays, which 
are very well produced and laid out. As when it was 
founded in 1914, the museum is again devoted to diseases 
found in tropical countries; in each case there is a 
written account of zxtiology, diagnosis, prevention, and 
treatment, prepared by experts or with their assistance, 
with lavish illustrations—photographs, drawings, dia- 
grams, photomicrographs, models, and specimens. There 
is one living exhibit—a tank of Gambusia fish, which eat 
mosquito larve and provide a cheap tool in malaria 
control. 

The emphasis of the exhibition changes with that of 
the branch of medicine it reflects. Prevention is becoming 
more prominent in every section. The displays dealing 
with syphilis and plague are much smaller than they used 
to be, and syphilis is included among the other spiro- 
cheetal diseases. The section on tuberculosis is expanding 
at the expense of that on leprosy, and the common cold 
and measles find a place. 48 panels are devoted to 


malaria and 33 to nutrition and malnutrition; no doubt 
these proportions will be reversed as the malaria- 
eradication campaign progresses, unless more energy is 
put into correlating food-production and world population. 


Students of tropical and general medicine and pathology 
should find much to interest them here, and excellent 
conditions for study; and the “twenty questions ” 
section will provide a stimulating, if humiliating, test 
of what they have learnt. 


Fh TWO NEW SULPHONAMIDES 

THE introduction of sulphonamide compounds for the 
treatment of bacterial infections by Domagk in 1935 
marked the beginning of a new epoch in therapeutics. 
Their effectiveness encouraged the search for other agents 
suitable for the treatment of infections, and in due course 
penicillin and other antibiotics were discovered. These 
developments tended to overshadow the sulphonamides, 
though these are still widely used and there has been 
continuous progress in the introduction of new com- 
pounds. It was fitting that a recent conference in New 
York largely devoted to new sulphonamides should be 
opened by Domagk with a review of progress during the 
past twenty-five years.! 

Two products—sulphachloropyridazine and sulpha- 
methoxypyridazine—have attracted particular attention. 
Structurally they differ only slightly; the first is 3-sulph- 
anilamido-6-chloro-pyridazine, and the second the corre- 
sponding 6-methoxy derivative. They both have high 
antibacterial activity, quantitatively and qualitatively 
similar to that of sulphadiazine and greater than that of 
sulphadimidine and sulphisoxazole.? * But there are some 
striking differences in their metabolism in the body, which 
greatly affect their administration and use in clinical 
practice. 

Sulphamethoxypyridazine is well absorbed after oral 
administration and diffuses freely into the body-fluids, 
particularly into the cerebrospinal fluid.‘ These properties 
are shared by many sulphonamides, but sulphamethoxy- 
pyridazine is exceptional in the slow excretion of its free 
form in the urine. As a result it provides higher and more 
sustained levels in the plasma than any other thera- 
peutically effective antibacterial sulphonamide.*-" The 
conjugated form is excreted much more rapidly through 
the kidneys, so that in the plasma most is present in the 
free state. Both forms are highly soluble in the urine.’ 5 
In freshly drawn oxalated human blood, nearly all of the 
drug is in the plasma and little or none is found in the 
red cells.°11 Therefore, levels in. whole blood are, on 
the average, only about 60% of the corresponding levels 
in the plasma. After a single oral dose of 0-5-4-0 g., peak 
concentrations are reached in about three hours, and are 
sustained for a further three or four hours.'* Thereafter 
the concentration declines slowly and the time taken for a 
fall to half the peak value is about fifty-five hours.° A 
similar time is taken for the excretion in the urine 
of half the administered dose. In thése circumstances 
the drug readily accumulates in the body. When a dose 
of 1-0 g. is given every forty-eight hours, a slight cumu- 
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lative effect is shown by the concentrations in the plasma 
over several days.’ 

A long-acting sulphonamide has some advantages in 
both prophylactic and therapeutic use. Only one dose a 
day is needed, and in the treatment of most susceptible 
infections an initial dose of 1-0 g. followed by 0-5 g. 
every twenty-four hours is sufficient.12 When high sus- 
tained blood-levels are required to eliminate more resistant 
organisms, an initial dose of 2-0 g. followed by 1-0 g. daily 
may be given. In the prophylaxis of streptococcal infec- 
tions a weekly dose of 30 mg. per kg. of body-weight has 
been used (about 1-5-2-0 g. in an adolescent or young 
adult), and has been found satisfactory in a preliminary 
trial.'* As the drug so readily accumulates in the body 
it is advisable to determine the blood-level periodically if 
long courses are given, especially if renal function is 
impaired. 

The other compound, sulphachloropyridazine, shows 
numerous metabolic differences. After a single oral dose 


the chloro derivative has a half-life in the plasma about 


a fifth as long as that of the methoxy derivative. Urinary 
excretion is much more rapid with the chloro derivative, 
and the time taken for elimination of half the dose in the 
urine is only about a seventh of that for the methoxy 
compound.® As a result, higher and more frequent dosage 
—usually about 0-5-1-0 g. thrice daily—is needed with 
sulphachloropyridazine to attain adequate blood-levels. 
On the other hand, urinary levels are higher, and a smaller 
proportion is present in the conjugated form. This drug 
may therefore be useful in the treatment of urinary-tract 
infections ‘*; but in pyelonephritis high plasma and tissue 
concentrations may be more important than the level in 
the urine, which does not come into contact with the more 
deeply seated lesions. On this basis, sulphamethoxy- 
pyridazine has been used to produce high, sustained 
blood-levels for the treatment of urinary-tract infections, 
and satisfactory results have been obtained. 

The investigations so far on these two sulphonamido- 
pyridazine derivatives show that they are among the most 
active sulphonamides. They are clinically well tolerated. 
Their toxicity is probably similar to that of other anti- 
bacterial sulphonamides in current use, though this can 
be fully established only by longer clinical trials. These 
two compounds, so closely related chemically, have some 
sharply differing biological properties which will greatly 
influence their therapeutic applications. 


RESEARCH ON POPULATION GENETICS 

THE Medical Research Council began to take an active 
part in developing research in genetics over-twenty years 
ago. With the advent of nuclear energy this activity was 
increased; and the Council is seeking to recruit additional 
workers for research in university departments or as 
members of its own scientific staff.1*° The Council itself 
has lately made two important moves: first, the formation 
in London of a Clinical Genetics Research unit under the 
direction of Dr. J. A. Fraser Roberts, which began work 
last April; and now the establishment at Oxford of a 
complementary Population Genetics Research Unit 
under the direction of Dr. A. C. Stevenson, formerly 
professor of social and preventive medicine at the Queen’s 
University of Belfast. 


13. Lepper, M. H., Simon, A. J., Marienfeld, C. J. Ann. N.Y. Acad. Sa. 
1957, 69, 485. 

14. Nanda, K. G. S., Batterman, R. C. ibid. 

15. ro a ag P., Riley, H. D., Jr., Knight, 





N a 521. 
. Arch. intern. Med. 1957, 


16. Report of the Medical Research Council for the Year 1955-56; p. 9. 
H.M. Stationery Office, 1957. 











Hypotheses on the genetical structure of human 
populations are derived largely from theoretical con- 
siderations or from observations on experimental popula- 
tions of animals; and the new unit will seek to test the 
validity of these in man. The unit’s work will probably 
include studies of the frequencies and patterns of marker 
traits in the population and of genetical linkage, and 
possibly studies of fertility patterns and of selection factors 
in marriages. The unit is to be accommodated at the 
Warneford Hospital and will in addition have offices 
in Oxford. If there is a local demand, genetical counselling 
clinics may be established at various centres. 


LUNG RESECTION FOR BRONCHIECTASIS 

A YEAR or two ago we drew attention to the favourable 
results of conservative management of bronchiectasis 
and suggested that surgical treatment is rarely desirable, 
because of the relatively high incidence even in experi- 
enced hands of postoperative complications such as 
pulmonary collapse, and because of the considerable risk 
of further bronchiectasis in the remaining lung. A 
follow-up study by Gudbjerg * of Copenhagen illustrates 
these points afresh. 

52 patients treated by dissection lobectomy or segmental 
resection for unilateral disease were re-examined broncho- 
graphically after an average interval of-five years. 2 
patients had died in the immediate postoperative period, 
and 4 more during the follow-up; and in this potentially 
most favourable group only half were cured in the sense 
of having no remaining bronchiectasis demonstrable 
radiologically. (Nothing is said about pulmonary function 
in these patients.) In a third, fresh bronchiectasis was 
found to have developed, and the remainder had not had 
a radical operation. The results were better for right- 
sided operations, especially if confined to the middle 
lobe. Operations on the left lung were often unsatis- 
factory, particularly if the lingula was conserved after a 
lower lobectomy. As would be expected, postoperative 
pulmonary collapse or empyema increased the risk of a 
bad result, and so did increasing age. In a small group 
with unilateral disease submitted to pneumonectomy, 
the mortality was prohibitive, and half the patients died 
within four months. Of 32 patients with bilateral disease 
5 died soon after operation and a further 8 during follow- 
up; all but 2 survivors showed extension of the disease. 

By the criteria of the death-rate and radiological 
findings these results are discouraging; and knowledge of 
the functional capacity of those who were “ cured” 
might make the picture still more sombre. There are 
probably several reasons. The incidence of postoperative 
complications was considerable, and the average age was 
very high; the series included people in their fifties and 
sixties who would not be operated on nowadays. It is 
true that antibiotics, physiotherapy, anzsthesia, and 
surgical technique have all improved since these patients 
had their operations, but improved technique is unlikely 
to affect the most important factor—namely, the inevitable 
distortion of the bronchial tree and interference with the 
drainage of the remaining bronchi. Gudbjerg suggests 
that there may be a further factor—constitutional 
susceptibility to bronchial infection. 





Tue death has been announced of Sir THOMAS WILSON, 
consultant gynzcologist to Adelaide Hospital. 





1. Lancet, 1955, ii, 489. 
2. Gudbjerg, C. E. Acta radiol., Stockh, 1957, suppl. 143. 
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TUBERCULOSIS CASE-FINDING BY MASS 
RADIOGRAPHY 


L. A. McDowELL 
M.D. Belf., D.P.H. 
ADVISER IN MASS RADIOGRAPHY, BIRMINGHAM REGIONAL HOSPITAL 
BOARD; MEDICAL DIRECTOR, BIRMINGHAM MASS RADIOGRAPHY CENTRE 
With the cooperation of G. P. BARDSLEY, M.B., A. GORDON 
EVANS, M.R.C.S., J. T. HUTCHISON, F.R.F.P.S., E. POSNER, M.D., and 
R. J. POSNER, M.R.C.S., Medical Directors of Mass-Radiography 
Units « 

SINCE civilian mass radiography was introduced in this 
country in 1943, many and varied suggestions have been 
made for using it more profitably. The ideas put forward 
have been good theoretically, but most of them prove 
difficult to put into practice using the present mass- 
radiography organisation and cumbersome equipment. If 
there have been many suggestions and ideas, there has 
certainly been no dearth of reports on mass-radiography 
surveys. In fact, where there is a clearly defined group of 
persons, the probability is that they have been X-rayed 
by mass radiography and the results have been reported. 

This article, therefore, will present nothing new and 
will not describe any unique method of using mass radio- 
graphy. It has been written simply to explain how mass 
radiography has been developed in one hospital region, and 
to show the extent to which it has contributed towards 
tuberculosis case-finding. This development has followed 
a definite policy, which was decided on when I was 
appointed in 1951. Whether, up to now, it has succeeded 
or failed must be left to readers to judge and time to 
decide. At least a standard of achievement is presented 
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against which others, with the same resources, can 
measure their own efforts. 


Development and Policy 


The Birmingham hospital region has a population of 

about 4'/, million. This population is very unevenly 
distributed. There are densely populated areas in and 
around Birmingham, in the Black Country, Coventry, 
and Stoke. On the other hand, large areas of Shropshire 
and Herefordshire are sparsely populated, and great tracts 
of Staffordshire, Worcestershire, and Warwickshire are 
rural. 
When the hospital board began to develop the service, 
the problem was to place the units strategically and to 
evolve a profitable policy governing their use. It will be 
remembered that five or six years ago the downward trend 
in the incidence of respiratory tuberculosis was already 
apparent. In view of this and the experience of other 
countries, it was clear that the time was coming when 
routine mass radiography of factory employees and the 
general public, by themselves, would no longer be 
economical. In 1951 the regional advisory committee on 
tuberculosis services recommended that mass-radiography 
units should examine, as priorities, patients referred by 
general practitioners, contacts, persons exposed to the 
risk of developing chronic respiratory diseases, and young 
persons between the ages of 18 and 25. They also stated 
that they did not think it profitable to carry out repeated 
examination of employees in large concerns, except new 
entrants. 

Having made these two pronouncements, which antici- 
pated the Medical Research Council (1953) report by 
almost three years, the committee left the rest of the policy 
governing the detailed use of the units to the consultant 
adviser and the individual medical directors. The recom- 
mendations were accepted by the regional hospital board, 
and in order to implement them it was decided to build 
up a service which would concentrate its main efforts in 
the thickly populated industrial areas but could also give 
adequate mass-radiography “ cover” to the rest of the 
region. 

This was achieved by establishing unit headquarters 
in the main industrial centres. The buildings used were 
adapted so that it was possible to use the standard mobile 
apparatus with which the units were equipped, without 
removing it from the van. Hence units had base head- 
quarters to which they could return, at regular intervals, 
to examine priority groups gathered from the surrounding 
industrial districts. Between these visits they made 
surveys elsewhere in the area allocated to them. 

On the inception of the National Health Service there 
were three units—Birmingham, Coventry, and Wolver- 
hampton. By 1951 the Birmingham unit had become 
static, to deal with general practitioners’ referrals and 
other fixed commitments. The other two units filled 
mobile roles. In the next three years four units were 
added. The deployment and character of work of the 
units at the end of 1956 are shown in table 1. The four 
units outside Birmingham were mobile and returned to 
base at regular intervals to carry out group surveys. 

Birmingham, by its size and population, justified a 
static unit. Also in Birmingham and district were two 
mobile units (one with greatly reduced staff) which made 
industrial and public surveys and gave a regular service 
fer group radiography in the Black Country. This latter 
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TABLE I—MA‘S-RADIOGRAPHY UNITS IN BIRMINGHAM REGION, 1956, SHOWING DEPLOYMENT AND WORK UNDERTAKEN 





Unit 


Area for mass-radiography surveys (population in parentheses) | Centres for group radiography*® 





Birmingham Static (Dr. L. A. McDowell) 
Birmingham Mobile Units A and B (Dr. 
G. P. Bardsley) 


cae © methwick, W: 


Birmingham 7 otjcinine @ districts ¢ »200, 
field, Oldbury, and adjoining , Ad (1,618,000. 





(daily, Monday-Friday) 


est Bromwich, Sutton Cold- | 
) | West Bromwich 


twice a month 





| Wednesbury 
} en IF 
Coven Unit (Dr. A. G. Evans) Coventry and hag eee nag Coventry (monthly) 
Dudley Unit (Dr. R. J. Posner) Dudley. yy Worcester, Worces erefordshire, part of Stafford- Dudley t ba a month) 
shire (73 5,000) Bromsgrove 
Redditch monthly 
Kidderminster 
Stoke Unit (Dr. E. Posner Stoke, Burton, North a. North Se Seek (720,000) Stoke (monthly) 
Wolverhampton Unit (Dr. 7 T. Hutchison) | Wolverhampton, South Staff ire (718,000) | | Wolverhampton (weekly) 





* Groups X-rayed included general practitioners’ referrals, antenatal patients, National Service recruits, welfcreferred persons, schoolchildren, contacts, 


miscellaneous groups including teachers and persons in contact wi 


use was somewhat unusual, in that a tour was made 
visiting four centres in the Black Country twice a month. 
At one of these centres the 70 mm. equipment of the chest 
clinic was used. 


Tuberculosis Discovered 

In this part the description of the results of the mass- 
radiography service will be restricted to active respiratory 
tuberculosis, because the discovery of the active case was 
the principal target during the five years feviewed. An 
active case of tuberculosis, in this context, was one 
classified by the clinic or the hospital physician as requiring 
immediate treatment or close clinic supervision. 

The development of the service since 1952 and the 
results obtained are given in table 11. 

Several points in this table are worth noting. Firstly, the 
prevalence of active tuberculosis for the region as a whole 
has remained steady over the past three years. This is contrary 
to what has been found in many other regions, where a fall to 
between 1 and 2 active cases per 1000 has been commonly 
reported. In the second place, it will be seen that a static unit 
has a great advantage over a mobile unit, so far as discovery-rate 
is concerned. The Birmingham static unit claimed about a 
third of all the active cases found in the region. A mobile 
unit working in the same city, doing routine surveys of the 
general public and factory employees, was accordingly at a 
disadvantage and found very few cases. Most of the other 
units which combined static group radiography with mobile 
mass radiography brought in a satisfactory yield of active cases. 
The Birmingham B Unit which, as described, made a regular 
tour of centres in the Black Country, returned the high preva- 
lence-rate of 5 active cases per 1000.. Although the total 
number of examined by this unit in 1956 was small 
(16,854), it is confidently expected that there will be a steady 
increase as the value of the service becomes appreciated 
locally. 


General Practitioners’ Referrals 


It is now well recognised that group radiography of 
patients referred by general practitioners is one of the 


most profitable ways of using mass radiography. This 
fact is shown quite strikingly in table 11. 


For example, over the past five years, although patients 
referred by doctors represented only 10% of all persons 
X-rayed, 40% of all the active cases came from this group. The 
prevalence in this group fell steadily as the general practitioners 
made increasing use of the facilities offered. The prevalence, 
which was 22-9 per 1000 in 1952, fell by 45% to 12-5 per 1000 
in 1956, while the number of patients examined increased dur- 
ing the five years by 260%. The prevalence-rates for the 
middle years are comparable with the 20 per 1000 of Nash et al. 
(1953), 22 per 1000 of Barr and Ritchie (1955), and the 16 
per 1000 of Brett et al. (1956), which they found among a 
comparable group of patients. Sutherland (1952) recorded a 


TABLE III—-ACTIVE CASES OF TUBERCULOSIS FOUND 











¥, General practitioners’ referrals All other groups 
ear 

No. Active No. Active | Prevalence 

i cases | per 1000 | examined | cases | per 1000 

1952 | 14,164 324 22-9 181,513 801 44 
1953 | 26,125 513 19-6 297,194 874 29 
1954 | » 31,294 489 15-6 364,033 868 2-4 
1955 | 39,886 551 13-8 678 21 
1956 | 50,859 634 125 300,455 586 19 























figure of 28 per 1000 among 5702 patients examined during the 
first year of sessions for doctors’ patients in Birmingham. 


Patients Known to be Tuberculous Before Mass-radiography 
Examination 

It has been suggested that the high proportion of active 
cases picked up by mass radiography may be attributed 
to the attendance of persons previously known to be 
tuberculous. In the two years for which information on . 
this point was available, only 5-8% (72) of the active 
cases in 1955 were previously known. The corresponding 
figure for 1956 was 49% (60). Thus 95% of the active 
cases brought to light by mass radiography had not been 
diagnosed previously. 


TABLE II—NUMBERS EXAMINED AND PREVALENCE OF ACTIVE* TUBERCULOSIS FOUND BY MASS-RADIOGRAPHY UNITS OF BIRMINGHAM 
































Ki REGION 1952-56 
1952 1953 1954 1955 1956 
Unit Preva- sue) Preva- so—| Preva- ivp| Preva- sve) Preva- 
No. | Active! No. | Active! No. | Active! No. | Active No. | Active} 

exam- | tuber- oy exam- | tuber- 3 exam- | tuber- os exam- | tuber- ry exam- | tuber- _— 

ined |culosis| {599 | ined |culosis} jo99 | ined | culosis| p99 ined jculosis| {p99 | ined | culosis| i599 
——— ener 55,728; 416| 75 5| 475 76 | 65,274| 417 6-4 | 63,431; 463 73 268; 459) 69 
Coven’ .. | 45,469) 295) 65 | 54,074) 259) 48 | 57,694| 205 36 0,805 114| 2-2 | 52,682; 115 | 2-2 
Wolverhampt 54,148; 238 4-4 | 62,986| 242 3-8 | 53,919| 192 3-6 | 53,810) 177 33 4,599; 177) 32 
Stoke-on-Trent (from June ‘27. 1952) 21,843; 124) 5-7 | 65,424) 235 36 ,076| 258 3-7 4,1 196 | 36 | 70,660; 221 31 
= rv Mobile A (from juty 1, | 18,489 52 | 2:8 | 56,550) 125 | 2-2 | 86,552) 106 12 | 64,140 99 15 | 46,625 60 13 
Dudley (from Aug. 21, 1953 ° 21,930 51 23 | 61,175; 178 2-9 | 61,503; 116 1-9 | 43,626) 103 | 23 
Birmi Mobile B (from Dec. | le | oe | 687] | 06 | 18,317] 64 | 35 | 16,854) 85) 5-0 

14, 1954) 

Totals . |195,677| 1125 5-7 |323,319| 1387 43 |395,327| 1357 3-4 |366,126| 1229 3-4 [351,314 1220 | 35 
































* An active case of tuberculosis is defined as one requiring immediate treatment or close supervision at a hospital or clinic, 
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TABLE IV—-NUMBER OF PERSONS EXAMINED AND ACTIVE TUBERCULOSIS DISCOVERED BY MASS RADIOGRAPHY IN THE HOSPITAL BOARD 
REGIONS OF ENGLAND AND WALES, 1956 





Respiratory tuberculosis 


Mass-radiography results 








Region Population | f ; 
Notified Incidence per | Units | Persons | Active Prevalence per 

cases 00,000 | Operating | radiographed | tuberculosis 1000 

ERE tA nes ws | 
Newcastle 2,911,922 | 2729 | 94 | 6 179,694 864 48 
Leeds .. ns 5 - -. | 3,057,880 | 1855 61 3 165, 268 1-6 
Sheffield ee $ .. | 4,189,470 | 2507 60 7 | 356,831 714 2-0 
East lian .. gi iy fe 1,473,670 | 604 41 2 108,930 118 11 
N.W. Metropolitan .. 3,908,540 3231 83 6 | 289,136 648 2-2 
N.E. Metropolitan .. | 3,063,200 s sa 4 | 225,032 260 1-2 
S.E. Metropolitan .. | 3,197,400 2423 76 6 304,447 740 2-4 
S.W. Metropolitan .. 4,672,410 3055 65 10 186 691 18 
Oxford ws ve | 1,484,810 a a 3 146,242 182 12 
South Western | 2,752,000 1729 63 6 266,375 350 | 13 
Welsh - | 2,603, 2103 81 6 |. 221,563 342 15 
Birmingham .. 4,547,000 3587 79 6} | . 351,314 1220 35 
Manchester .. 4,400,000 2559 58 6 274,116 380 1-4 
Liverpool 2,095,000 2058 98 | 4 | 181,329 623 | 3-4 








Infectious Cases 

In recent years just under half of the active cases had 
tubercle bacilli demonstrated in the sputum (or in stomach 
washings or pleural fluid). 

In 1954 41% (556) of the patients with active tuberculosis 
were excreting tubercle bacilli. In 1955 the proportion rose 
to 48% (591) and in 1956 to 49% (602). These findings 
came from the reports of the physicians who took over the 
care of the cases. There is little doubt that the percentage 
may be even higher, for the search for tubercle bacilli is not 
made with the same intensity in all clinics and hospitals. It 
must be emphasised that these percentages relate to all groups 
and surveys, and the percentage is much higher among active 
cases found in patients sent by doctors. Here the figure reached 
67:7% (429). Brett et al. (1956) in the Islington survey found 
that 59% of the active cases in male Islington residents referred 
by doctors were infectious. The corresponding figure among 
active cases in females was 54%. 


Contribution to Case-finding 

The only way I have been able to assess how far mass 
radiography has contributed to case-finding in the region 
was by estimating the proportion of mass-radiography 
cases notified to the total notified cases in the region. 
Cases discovered by mass radiography were notified by 
the clinic or the hospital physician, who, it must be 
assumed, used the same criteria for notifying a case 
referred by mass radiography as he would for a case 
referred from any other source. 

I have been able to obtain details only for 1955 and 1956. 
Of 4107 newly notified cases of respiratory tuberculosis in 
1955, 1098 (26-7%) came from mass radiography. In 1956 the 
proportion was slightly higher: 1115 mass-radiography cases 
were notified out of 3587 cases (30%). The proportion was, 
of course, much higher in areas where sessions for doctors’ 
patients were held. For example, in Wolverhampton, 
Birmingham, and Stoke 52%, 45%, and 43% respectively of 
all new notifications of respiratory tuberculosis in 1956 were of 
cases discovered by mass radiography. 

Lastly, it is useful to know how the work done in this 
region compares with the results obtained elsewhere in 
England and Wales. Table tv shows these results and 
has been compiled through the courtesy of the senior 
administrative medical officers of regional hospital boards 
in England and Wales. In studying this table allowances 
must be made for the lower tuberculosis incidence in 
some areas, for different methods of using mass radio- 
graphy, and for the emphasis placed on the service by the 
regional hospital board and the tuberculosis service. In 
the Birmingham region both the board and the tubercu- 
losis advisory committee have consistently supported and 
encouraged the development of the service. The table 








shows clearly that their confidence in mass radiography 
as an effective method of case-finding has not been 
misplaced. 

Discussion 

Nash (1956), who has given much valuable advice on 
the use of mass radiography in case-finding, has pointed 
out that ingenuity and imagination must be used, and the 
situation in the area served must be constantly reappraised. 

In the Birmingham region the use of mass radiography 
has been based on the assumption that its most valuable 
contribution would be to find quickly as many cases as 
possible of active tuberculosis. Consequently the whole 
scheme for the deployment of the units and their method 
of working was drawn up with this aim in view. The 
temptation to organise surveys with a view to finding lung 
cancer, heart-disease, or pneumoconiosis had to be 
resisted. 

Mass-radiography case-finding activities fell into two 
main categories. First, and most rewarding, were group- 
radiography sessions for high-prevalence groups, such as 
patients sent by general practitioners, contacts, self- 
referred persons, and _ tuberculin-positive children. 
Secondly, there were mass surveys of factory employees 
and the general public, where the purpose was to X-ray 
large numbers of persons as expeditiously as possible so 
as to filter off the cases of symptomless active tuberculosis. 
These mass surveys needed to be undertaken with imag- 
ination and, with careful planning, yielded a satisfactory 
return of active cases. 

In addition to case-finding, protective surveys were also 
held, the intention being to protect either the group or 
the individual rather than to find a high incidence of 
tuberculosis. These surveys included groups such as 
National Service recruits, antenatal patients, students, 
and persons working with children. 

The idea of using units in a mobile role with a return 
to a base centre at regular intervals worked well in prac- 
tice. The apparatus and vehicles, being heavy and cum- 
bersome, were difficult to manceuvre in the congested 
roads of the Midlands, and all the units felt the need for 
a lightweight mobile unit which could be operated from 
an ordinary power point. One unit tried the experiment 
of visiting four centres at regular intervals for group 
radiography, mainly of general practitioners’ referrals. 
The results in the selected areas were most encouraging; 
and, until more static units are provided, this type of 
service is well worth developing. 

The combination of group and mass radiography used 
by units in 1956 produced 1220 active cases. This is the 
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highest number of cases discovered in any region although 
the actual prevalence is not so high as in the North-East 
of England. 

It is worth noting that about half the active cases were 
infectious. The early minimal lesion of routine mass 
radiography is replaced in group radiography by a more 
extensive, sometimes’ cavitating, condition. It must be 
conceded that such lesions should have been detected 
clinically. That they were not so detected makes the 
value of the service more significant, for a source of 
infection in the community has been found and removed. 
Thus the search for contacts, although important, has 
not the same urgency as when a minimal lesion is 
discovered and the infector remains at large in the 
commmunity. 

These results enable us to see, although dimly, the 
pattern for the most effective use of mass radiography 
in the future. Units should consist of two parts—a static 
100 mm. unit for group radiography, and a lightweight 
mobile component for mass surveys of selected high- 
prevalence groups. The static unit should be placed in 
the main hospital for the industrial area, where the mass 
radiography organisation could use it according to the 
local demand: twice daily sessions would be needed in a 
city the size of Birmingham, in smaller cities sessions 
two or three times a week would suffice. At other times 
the unit would be available for routine X-ray of 
outpatients and for follow-up cases. The mass-radiography 
service could undertake this work now, for it already has 
the filing and record system as well as the trained per- 
sonnel to handle the numbers likely to be referred for 
X-ray. The medical director is trained and experi- 
enced in reading miniature films, and through his present 
work has close contacts with the local general practitioners, 
who would be the main users of the service. The 
mobile unit, which would be used on a diminishing 
scale as time goes on, would concentrate mainly on 
groups or districts where there is a high incidence of 
tuberculosis. 

The policy of using mass radiography in both static and 
mobile roles widens considerably the line of attack on 
tuberculosis. It also enables a balanced service to be 
achieved. “ Balance,” according to: Lord Montgomery 
of Alamein, “ implies the disposal of available forces in 
such a way that it is mever mecessary to react to the 
enemy’s thrusts and moves; a balanced army proceeds 
relentlessly with its plans in spite of what the enemy may 
do.” Tuberculosis is the enemy. Mass radiography must 
attack with a balanced army of two corps: the static corps 
for group radiography. and the mobile corps for mass 
radiography. It is only when thus deployed that it can 
* proceed relentlessly with its plans ” and make victory 
inevitable. 

Summary 

The use of mass radiography in the Birmingham region 
in 1952-56 is described. 

_ During these five years more than 1000 cases of active 
tuberculosis have been discovered annually, giving a 
prevalence-rate, in recent years, of 3-4 per 1000. 

The increasing value of group radiography of high 
prevalence groups is emphasised. 

In 1956, 30% of all the notified cases of respiratory 
tuberculosis in the region came from the mass-radiography 
service. 





A mass-radiography service combining a static unit for 
group radiography and a lightweight mobile unit for mass 
surveys is advocated. 

For information about mass radiography in their regions my thanks 
are due to Dr. P. J. H. Clarke, Dr. J. O. F. Davies, Dr. J. Fairley, 
Dr. J. Graham, Dr. G. H. Hall, Dr. T. F. Jarman, Dr. G. C. Kelly, 
Dr. J. S. B. Mackay, Dr. D. L. Murray, Dr. J. A. Rushworth, 
Dr. G. C. Taylor, Dr. A. B. Williamson, and Dr. F. L. Wollaston. 
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Scotland in 1957 

In his preliminary report of the Scottish vital statistics for 
1957, the Registrar General estimates the population as 
5,159,500 at the end of the year. The marriage-rate, though 
still high at 8-3 per 1000, had fallen a little from the 1956 level, 
but the birth-rate rose to 19 per 1000; and as the death-rate 
stayed about the same there was a natural increase in the 
population—of 36,835. But the net migration from Scotland 
was 35 ,500—20,000 to Canada and most of the rest to England. 

The maternal mortality rate (1 in 2000) and infant-mortality 
rate (29 per 1000) were the same as in 1956. The expectation 
of life, based on the 1957 figures, is 65-8 years for boys at birth 
and 71-3 years for girls. These figures are respectively 21 and 
24 years more than those at the beginning of the century. 





Special Articles 





CONTRACEPTIVE TECHNIQUE 


On March 4 Dr. Sylvia Dawkins gave a lecture-film 
demonstration on contraceptive technique for final-year 
students of all London medical schools. 

Prof. W. C. W. Nrxon, the chairman, said that every 
medical student before qualification should be educated 
in this vital question, and that ideally such instruction 
should be given in a contraceptive clinic attached to each 
teaching hospital’s postnatal department. Unfortunately 
this was not done today, and it was left to the Family 
Planning Association to sponsor such lectures as this in an 
attempt to fill the gap in present-day medical training. 
Professor Nixon spoke of. the 268 F.P.A. clinics through- 
out the country and of the work of the Association, which 
had reached its present position only after twenty-seven 
years of struggle against the prejudice and misunderstand- 
ing which had for so long obscured this subject. 

Dr. Dawkins described the medical indications for 
advice on contraception, and spoke of the social aspects of 
this question, stressed in the report of the Royal Commis- 
sion on Population nearly ten years ago but still sadly 
neglected. It was not enough to recommend patients to 
limit or space their families; the doctor must be able to 
give practical advice on how to carry this out. Some 
municipal clinics gave advice on contraception, and this 
service was provided over a wide area by F.P.A. clinics. 
The various methods were discussed, and the techniques 
of fitting and using occlusive caps were described and 
illustrated by a film. In conclusion Dr. Dawkins said that 
this was a world problem necessitating continuous 
research for simpler and more acceptable methods of 
family limitation than those now available. 
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A Running Commentary by Peripatetic Correspondents 

Tuts was it. I had chosen my surgeon, bought him the 
latest book on operative technique, and promised him frozen 
sections after my recovery. About to lose my piles, it was 
now imperative that the Consultant Pathologist to 1250 beds 
did not lose face. So, having sent a strong letter to the 
Physician-Superintendent protesting that the various weak- 
nesses of his administration were having a deplorable effect 
on the pathological service, I confidently entered the ward. 
The Physician-Superintendent followed unexpectedly, the 
letter in his hand, thanked me for it, apologised for its 
necessity, promised that the deficiencies would be attended to 
immediately, wished me a speedy recovery; and departed 
master of the occasion. A second demoralising deflation soon 
followed, this time by the Ward Sister. What was my name 
please, she knew she ought to know, but she didn’t and there 
it was; from the laboratory wasn’t it? With the score 2-0 to 
the opposition I seized on the bedside lamp in a desperate bid 
for recovery. It had no shade, the switch cover was broken, 
and various live parts were dangerously exposed. Could 
Sister please have it sent to the Engineer with the Pathologist’s 
compliments, and ask him if it was not below his usual 
standards for hospital equipment ? Feeling better, I approached 
the probationer nurse with gracious apologies for the postpone- 
ment of her bacteriology lecture and demonstration, as a 
result of my forthcoming operation. Oh, was there a postpone- 
ment? She had had her lecture two years ago, when the 
cultures had not grown, the slides had got mixed up, and the 
curtains caught fire. My lectures were only for prelim. 
candidates, she was taking finals shortly. 

I know when I am beaten. The prolapsed parts were 
removed without further trouble, they were not sent for 
section, and convalescence proceeded without a bedside lamp. 

aa i. * 

As I strolled through the Embankment Gardens I could 
have sworn that I saw a ring-ouzel at the far end. It was a 
dark bird bearing, where his neck met his breast, something 
white, wide, and crescentic like a Celtic chieftain’s torque 
(the ring-ouzel’s specific name is torquatus). The locality and 
the season, however, were wrong, and a second look showed 
me a “ feral” pigeon which had obviously been pecking, in 
a complete round of stale bread, a hole which was big enough 
to take his head and had done so, with the result that, supported 
only by a thin rim of crust on the back of the pigeon’s neck, 
a bib of sliced bread dangled, just where the bird could not 
peck it, like Aaron’s breastplate. Strangely enough none of his 
congeners sought the hospitality of his real sandwich-board; 
nor did the latter much impede his movements. I tried to 
catch him, but he flew with the greatest of ease, carrying his 
urim and thummim ' before him, on to the National Liberal 
Club. Is this a political omen? 

ce 2 * 

The speaker was a distinguished elderly lady. To the best 
of my knowledge I had never seen her before and her face was 
quite unfamiliar to me. However, when my eyes wandered, 
I became aware that I knew her legs. Every inch and every 
curve below the skirt was completely familiar to me. As I sat 
pondering this matter, in the back of my mind were vistas of 
a lawn in summer and of a huge monkey tree; the sound of 
croquet balls echoed in my imagination. 

I made a deduction from this experience and later questioned 
my mother about it. She informed me that the lady had been 
a neighbour of ours when we lived in —shire in a house we 
left before I was three years old. She used to come and play 
croquet with my parents on the lawn, beside the monkey tree. 

My deduction appears to have been correct. What we 
remember and recognise in each other is not specifically the 
face, but whatever is at eye-level. 

. . * 


1. See Exodus, 28, 30. 





After twenty-five years the towpath at Cambridge is a 
dangerous place for the meanderings of a peripatetic corre- 
spondent. First there’s the bicycle; with only half a pedal on 
one side and handlebars so low as to permit a view of the 
ground alone, coaching the boat becomes secondary to keeping 
out of personal danger. Other cycles approach following boats 
coming upstream. More alarming still is the slot between the 
railings. Is it wide enough for the handlebars to go through ? 
And if so, is one steady enough to avoid fouling one side? No 
time to get off; besides pride will not permit. With a sigh of 
relief the other side is reached without taking a toss. 
Emboldened by this one looks at the boat only to forget that 
the railings at the edge by the gasworks take a sudden step 
inwards to the discomfiture of those who are not looking ahead. 
But by the time Baitsbite is reached I have become accustomed 
to the constant possibility of sudden projection or sideways 
slither into icy water, caution is abandoned, and attention 
turned solely to the crew: a good ten-stroke practice start; 
then the full course row. They are going quite well; a lot of 
water coming by. “Well rowed, boys.” The words actually 
pass my lips. Slightly ridiculous, of course, from a grey-haired, 
staid, and surgical self. It doesn’t matter, nobody’s looking. 
They are round First Post Corner now. “‘ Give her ten, boys, 
into the straight”—a real shout. But, alas, where does that 
derisive laughter come from? How did my three daughters 
get there ? 


From the seclusion of a single-bed ward hospital noises are 
an interesting study. The rattle of cups and plates in the ward 
kitchen are easily accounted for, and the reverberating con- 
versation of the night staff is self-explanatory. The rattle and 
crash of the lift gates is generally easy to integrate with the 
working of the lift, although it is not clear why they have to 
be violently and noisily kicked at irregular intervals. Perhaps 
it is the call sign of the hospital grapevine, and the subsequent 
gibberish shouted up the lift shaft is the football scores. But 
the real puzzle is the periodic noise of a trolley load of 
crockery being wheeled on to the lift from the top floor when 
the said lift is at the bottom. The catastrophe makes no 
impression on hospital routine, the lift continues relentlessly 
to shuttle unimpeded by debris or damage, and crockery 
never runs out. Can it be that hospital flying saucers are 
real-life ones in negative phase ? 


EPONYMS 
One of my more eccentric whims 
Is that I doa’t like eponyms. 
Once I did like them—now I see 
Their limited utility. 
A name should make a fact shine bright 
But eponyms oft hide the light, 
They give no date and no location 
And never offer explanation. 


I almost hear the student’s groans 

When he is faced with two unknowns 

And see his trembling lips recite 

“ What’s the disease ? ” and ‘‘ Who is Bright?” 


Of course an eponym may be 

Some use in medicine-history, 

But of thosé used I think a lot 

Had better far be quite forgot, 

And many names we all must own 
Would otherwise be quite unknown 

For all the greatest “ hers ” and “ hims ” 
Have no great need for eponyms. 


Three eponyms—two signs, one test— 
Now bear my name, without request; 
I surely would be much to blame 

If I should here subscribe my name. 
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Letters to the Editor 





NYLON-DARN REPAIRS OF HERNIZ: 


S1r,—The main reason for the repair of inguinal 
herniz remaining a problem is the wide discrepancy 
between the monotonous excellence achieved in personal 
series and the uniformly depressing results obtained by 
impersonal statistical reviews. Almost complete success 
has been achieved, by using the Bassini operation and by 
not using the Bassini operation; by using catgut, linen 
thread, floss silk, fascia lata, strips of external oblique 
fascia, silver filigrees, tantalum gauze or wire, dermal 
grafts, and now nylon. Yet impersonal reviews indicate 
that the recurrence-rate remains excessively high and 
fairly constant, whatever method or material is employed. 

The quota of human ingenuity in designing repairs for 
hernia was filled soon after the turn of the century, so 
that it is only natural that we should endeavour to discover 
the ideal suture material. It is here, rather than in the 
type of operation, that we have failed by not following 
our ideas through to a logical conclusion. Take the silver 
filigree, for example, which has provided excellent results 
in the past. During the war, when filigrees were virtually 
unobtainable, I suggested a cheaper and equally effective 
substitute—namely, the tops of tobacco tins. Apart from 
providing an indestructible barrier, they possessed the 
added merit of assuring an immunity to boils while the 
tin-plating lasted and then serving as a reservoir of iron 
which would keep the patient in perfect health to the 
brink of the grave and even beyond. The dermal graft 
taken from the pubic region again pointed the way. Surely 
this was only a precursor to the inlay carpet graft and 
should have opened a wide field for the study of the 
respective merits of Aubusson, Wilton, Axminster, &c. 
Now what happens if nylon should fail too? Do we retire 
to ‘Rayon’, which makes safe motor tyres, or advance 
boldly to ‘Terylene’, which provides indestructible 
socks ? 

The only solution, as I see it, is the widest encourage- 
ment to the publication of personal series, as authorship 
and good surgery appear to be synonymous, and the 
ruthless suppression of all impersonal statistical reviews. 


wes a W. J. M. Brannon. 


Sir,—As an argument has started already about the 
chance of sinus formation following the use of mono- 
filament or multifilament nylon I wonder if I might make 
a few remarks. 

Rightly, it has been said in criticism that, unlike 
scientists who discuss a problem, we dispute like 
theologians. This criticism is justified, and it is interesting 
to witness the development of the present dispute. Mr. 
Haxton (Feb. 22) states that a chronic sinus with mono- 
filament nylon is almost unknown; Mr. Seth-Smith says 
“ rot,” in both meanings of the word. Mr. McMaster, if 
I understand his letter of March 8, agrees with Mr. Haxton 
because he says he has not needed to remove any mono- 
filamentous nylon in the past 5 years. Mr. Marsden 
(March 8), however, sides with Mr. Seth-Smith and 
repeats, “ rot.” 

This vigorous disagreement is of the same sort that has 
bedevilled the quest for surgical knowledge for fifty 
years in problems of this kind. Writers assert that if only 
their deluded colleagues would abandon their defective 
techniques and follow their lead the problem would be 





solved. These deluded colleagues, however, reply with 
a brusque contradiction; accuse them of talking nonsense, 
and imply that they may be guilty of prevarication. The 
present dispute is confined to two types of nylon suture, 
but it is part of the wider dispute, of which type of 
technique to use when repairing a hernia, which has 
wrangled on, without conclusion, through tens of thou- 
sands of published case-reports, for many years. 

The notion that, provided a sufficiently large number of 
disputes, covering a sufficiently large number of cases, can 
be perpetuated for a sufficiently great length of time, the 
“ solution ” will crystallise out automatically is false. If 
this notion were not false, if it were not a spurious guide, 
the solution: to this, and allied problems, would have been 
reached years ago. 

Problems like the present one are not peculiar to 
surgery, they occur in the biological sciences and Professor 
Fisher * has described one way at least of tackling them. 
Recently I described * a pilot test on five rival types of 
herniorrhaphy conducted on the lines Fisher has indi- 
cated, and it seems to me that, unless such tests became 
routine surgical practice, bootless arguments, like the 
present one, will go on for ever. 


Bromsgrove, Worcs. F. S. A. DORAN. 


Str,—Surgeons who argue about the different tensile 
strengths of unabsorbable suture materials go wrong in 
imagining that it is the actual sutures which prevent the 
hernia from recurring. How can this be so when many 
herniz are cured by repair with catgut, and some with 
no sutures at all ? 

The defect left after removal of the sac is best closed by the 
patient’s own muscular mechanism. Once the surgeon has 
decided that the hernia is too large for this to happen, he must 
see to it that the gap is closed by strong scar tissue which will 
not stretch under tension applied to it throughout the years. 
No unabsorable suture, fabric net, or metal mesh will do this 
if the tissues which hold it yield under tension. These materials 
are only effective to the extent that they stimulate fibroblastic 
processes which lead to the laying down of an unyielding 
scar. The most effective agents in this process are grafts of 
dermis or fascia lata, but these have proved to have inherent 
disadvantages. Floss silk is just as good and rarely gives rise 
to sinuses if buried beneath the aponeurosis of the external 
oblique (although it sometimes gives trouble when used for 
the linea alba after laparotomy). 

Let us not flatter ourselves that it is our stitching 
alone, however skilled, which cures the hernia. If the 
patient’s own fibroblasts do not play their part failure is 
certain. 

Whiston Hospital, 

oo J. A. Martinez. 


DEFICIENCY DISEASES IN BRITAIN NOW 
Str,—I was interested in the recent accounts of 
deficiency diseases (Feb. 15, p. 354; March 1, pp. 454, 
477). In the present vitamin-conscious times and age of 
plenty frank vitamin-deficiency states are often said to be 
uncommon. Several years ago we were authoritatively 
told * “that in Great Britain fully developed states of 
vitamin deficiency such as beriberi, scurvy, and pellagra 
are very rarely encountered”. Only a few miles away, 
however, in the Stobhill General Hospital, Glasgow, not 
less than 100 patients were admitted with florid scurvy 
meshes! rots 1954.4 It seems, therefore, that 

- Fisher, R. A. The Design of Edinburgh, 1947. 
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the distribution of these comparatively rare deficiency 
states is far from uniform. 

When Prof. V. P. W. Sydenstricker was sent over 
from the United States to study deficiency diseases in 
war-stricken Britain, he “ complained” to me that he 
saw only 2 such cases in a month’s travelling up and down 
the country. During a single afternoon I could show him 
12 cases of pellagra in two London hospitals.® 

The presenting symptom of many of these conditions 
is often deceiving; e.g., one of the above pellagra cases was 
sent back from Midhurst to a general hospital because 
she became “‘ unmanageable ’’; another landed for similar 
reasons in another general hospital; in Dr. Baron and 
Mr. Oliver’s patient the suspected diagnosis was subdural 
hematoma or cerebellar tumour. Of my patients with 
Wernicke’s encephalopathy, a brain tumour was first 
diagnosed in one and uremia in another.*® 

In May, 1957, I saw a middle-aged lady doctor on account 
of sudden obesity. Within a few weeks she became so bulky 
around the girdle that walking became difficult. Her tiredness, 
weakness, and breathlessness were mainly attributed to the 
quick gain in weight. Since the bombing of London she had 
drunk heavily. On examination she was confused though not 
disoriented. A proper history of recent events was impossible. 
She had ataxic gait, rombergism, horizontal and vertical 
nystagmus, and diplopia. All tendon reflexes and vibration 
sense below the knee were absent; she had hyperesthesia of 
the Achilles tendon. There was severe muscular wasting, 
mainly of the lower arms and particularly of the hands. Her 
grip was very weak. She had a fiery red tongue with stomatitis. 
The heart was enlarged ; the QT interval in the electrocardiogram 
(E.C.G.) was significantly prolonged, and U waves were present. 
The serum-potassium was normal. She had gross ascites. 
Her blood-pyruvate content was high. 

Treatment consisted of a protein-rich nutritious diet, and 
parenteral administration of the whole vitamin-B complex. 
Diplopia disappeared, the E.c.G. became normal on the fifth 
day in hospital, and in three weeks she lost 10 kg. of weight 
in spite of good appetite. Ascites disappeared. After discharge 
she continued to have injections of aneurine (25 mg. every 
second day) and vitamin-B complex by mouth. By October 
she was back at full work, after this fulminating attack of 
beriberi. 

As the storage facilities for water-soluble vitamins are 
limited, treatment should be conducted for many months 
with comparatively small doses of B vitamins, and not by 
flooding the patients with very large doses for a short 
time. 

It appears, therefore, that major deficiency states in 
this country are commoner in everyday practice than one 
would expect from textbook accounts. A further possible 
reason for this discrepancy may be that some of the 
vitamin-deficiency states are part of the malabsorption 
syndrome, and are often registered under this heading. 
Thus I encountered recently a patient in a London 
hospital who had intractable multiple avitaminosis which 
was part of the protein malnutrition (kwashiorkor) 
syndrome.’ 

Finally, I should like to underline Dr. Cutforth’s 
statement (March 1) that the clinical picture of scurvy 
in his cases differed from the descriptions found in current 
textbooks, and he particularly mentioned the absence of 
bleeding gums. Not long ago we emphasised * that 
boggy, bleeding gums are exceptional in elderly, edentu- 
lous patients, with shrunken and atrophied gums, 


5. Rimington, C., Leitner, Z. A. Lancet, 1945, ii, 494. 
6. Leitner, Z. A. ibid. 1952, ii, 1229. 

7. Leitner, Z. A. Proc. Nutr. Soc. 1958, 17, rx. 

8. Leitner, Z. A., Church, I. C. Lancet, 1956, i, 565. 


suffering from scurvy. As scurvy in this and other 
Western countries is chiefly encountered nowadays in 
elderly people living alone or in institutions, perhaps it 
would be timely to correct the present teaching, which is 
a relic from times when food was scarce for large sections 
of the community, and the incidence of scurvy was 
greater in the younger age-groups. 
London, W.1. 


CORTISONE IN THE TREATMENT OF 
ACUTE INFECTIONS 

Si1r,—In his letter of March 15, Mr. Louttit suggests 
that intramuscular hydrocortisone may have hastened the 
death of a patient with pneumonia. When hydrocortisone 
or like-acting corticosteroids are given in excess of the 
body’s needs the endogenous supply of hydrocortisone is 
quickly cut off. My limited experience of febrile patients 
and patients with pneumonia suggests that their adrenals 
may produce 40-80 mg. or more of hydrocortisone a day. 
The slowly absorbed intramuscular hydrocortisone given 
to Mr. Louttit’s patient is not likely to have raised his 
tissue hydrocortisone levels at all before he died. 

The problem of when and how to use cortisone-like 
steroids in severe infections would be advanced if more 
studies were made of the adrenal’s output of hydrocorti- 
sone during such infections. The necessary studies are 
long overdue. If the studies provided evidence of optimal 
levels of hydrocortisone production in various circum- 
stances, then such levels could be assured by administering 
the appropriate amount of the most suitable corticosteroid 
—without any qualms. . 

Nethes Bie, serene 


Z. A. LEITNER. 


H. F. WEst. 


TECHNIQUE OF INTRA-ARTICULAR 
INJECTION 

S1r,—The lateral patellar approach to the knee-joint 
has several advantages over the “patellar tendon” 
approaches mentioned by Mr. Grant Waugh.? Although 
the latter routes are often convenient, there are sometimes 
unexpected difficulties due to osteophytes and hyper- 
trophied ridges over the anterior marginal aspects of the 
tibial condyles; cartilaginous and bony destruction may 
narrow or obliterate the intrasynovial cavity at these 
situations, and there is the danger that the needle point 
may further damage diseased cartilage at a weight-bearing 
area. 

The technique described by Mr. Kaplan (Feb. 15) is 
sufficient in many instances, but Mr. Harrison (March 1) 
has made the valid point that distended joints with tense 
capsules are more easily entered. To achieve this condi- 
tion when the knee-joint is not already swollen with an 
effusion the following procedure has been found useful. 


With the joint flexed and supported at an angle of about 
25°, a figure-of-eight domette or elastic “bandage is wound 
firmly around the knee in such a manner as to leave a diamond- 
shaped area of skin exposed over the lateral aspect of the 
patella. Excess synovial fluid in the suprapatellar and posterior 
synovial recesses is squeezed anteriorly and a taut, bulging 
capsule is presented at the exposed area. The capsule may be 
pierced and the intrasynovial cavity entered about '/, in. below 
the superior border and just below the lateral margin of the 
patella. 

In addition to simple and comparatively painless joint punc- 
ture, this method allows easy aspiration of fluid for diagnostic 
purposes, and the joint may be more completely emptied of 
synovial fluid before injection of hydrocortisone or prednisolone 

- 1. Waugh, W. G. Lancet, 1957, ii, 1341. 
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suspension. This last point is important inasmuch as excess 
synovial fluid dilutes and hydrolyses hydrocortisone,’ and in 
clinical practice preliminary aspiration of an effusion has been 
shown to permit a better therapeutic response to intra-articular 
steroids.* 

I feel that the points raised by Mr. Harrison in the 
final paragraphs of his letter require some modification. 
Although the primary indication for intra-articular 
steroid therapy is an active, inflammatory, non-infected 
arthritis (chiefly rheumatoid arthritis) such a condition 
is by no means invariably associated with an effusion 
or distended joint capsule. Conversely, many distended 
joints indicate a chronic effusion with little or no residual 
inflammatory process, and although joint puncture in 
these instances is simple the benefit derived from intra- 
articular steroids in such patients is trivial or nil. 
Department of Physical Medicine, 


oyal Victoria Infirmary, 
ewcastle upon Tyne. 


MALCOLM THOMPSON. 


CLINICAL GERIATRICS 


Sir,—Dr. Trevor Howell (March 8) asks “Is it not 
time to press for more clinical instruction in geriatrics ? ” 
May I ask what constitutes clinical instruction in geriatrics 
as compared with any other clinical instruction? That 
geriatrics has its own administrative problems I can 
understand, but do the clinical signs of any disease differ 
in any way in a patient of, say, 68 from those in one of 
59? 

London, W.1. M. H. PAPPworRTH. 


THE DOCTOR’S ATTITUDE TO HIS PATIENT 


Str,—Dr. Pasmore (March 8, p. 535) bases his letter 
upon a surmise. Had he read my letter again, instead of 
dashing to The Medical Directory, he would have realised 
that it contained no denial of the importance of functional 
disorders or of psychotherapy. I am, in fact, prepared to 
compete with most G.P.s in hours spent per week in this 
field. My objection to the approach of those with Dr. 
Clyne’s orientation is not that they criticise the widespread 
neglect of the psyche but that they contribute to the still- 
general scepticism about psychiatry by insisting upon 
a subjective approach which withdraws psychiatry from 
the arena of science. 

This tendency is exemplified in Dr. Pasmore’s letter 
when he states that if a “ scientific inquiry related to the 
function of the stomach ” shows no abnormality we must 
diagnose a functional disorder and give simple reassurance. 
This is funny science; the function of the stomach is 
known on anatomical, physiological, and clinical grounds 
to be influenced by mental and emotional changes and a 
truly scientific approach will recognise this. According 
to Dr. Pasmore, however, we can only go beyond reassur- 
ance “‘ when we can make a personality change”. This is 
of course, not true. Bad teaching in medical school and, 
for some, personal difficulties may prove obstacles to 
understanding neurosis, but Dr. Pasmore must please 
accept that many of us, none the less, do achieve a 
reasonable understanding without undergoing personality 
change. Psychotherapy is not just the oozing of the 
suitably modified personality of the therapist; it is an 
activity and a relationship based, if still all too insecurely, 
upon a knowledge of human behaviour and the use of 
certain communicable techniques. That detached, scien- 





2. Zacco, M., Richardson, E. M., he O., Hollander, J. H., Dohan, 
F. C. §. clin. Endocrin. 1954, 14, 7 
3. ae C. R., Zuckner, J., "a el R. H. Ann. rheum. Dis. 1952, 
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tific investigations of the causes of neurosis, the nature of 
psychotherapy and the effects of psychotherapy are 
difficult, none will deny; that so few are attempted (and 
that subjective, non-communicable, and non-testable 
methods are so widely preferred) is surely a matter of 
regret. 

London, N.W.5. 


ESSENTIAL FATTY ACIDS AND IDIOPATHIC 
HYPERCALCEMIA OF INFANCY 


S1r,—Dr. James and his colleagues, in your issue of 
March 8, conclude that their ‘‘ results do not provide any 
evidence that an essential fatty-acid deficiency is a cause 
of, or is present in, infants with idiopathic hyper- 
calcemia ”’. To the general reader it may not be apparent 
that their interesting results do not necessarily provide 
any evidence against these possibilities. 

In your columns !? and elsewhere * I have suggested 
that this disease is caused by a diet low in essential fatty 
acids (£.F.A.) and high in calcium and vitamin D, for the 
following main reasons. 

(1) Almost all the infants who have developed the disease 
have been fed on dried cow’s milk and not on human milk or 
evaporated cow’s milk. 

(2) Fresh cow’s milk is known from the work of Hansen to 
be deficient in E.F.4. as compared with human. milk. 

(3) Dried cow’s milk in the presence of oxygen (and pre- 
sumably unhydrated metallic ions which act as catalysts) 
loses E.F.A. On storage. 

(4) Cow’s milk is richer in calcium than is human milk, and 
a minimum amount of vitamin D in dried cow’s milk is required 
by law. 

(5) Infections increase the requirement of E.F.A. and this 
might explain the association of the disease with interstitial 
plasma-cell pneumonia in Finland. 

(6) I have found that rats deficient in E.F.A. have a greatly 
increased sensitivity to vitamin D as compared with control 
pair-fed rats ingesting an equal amount of fat, and quickly die 
from uremia caused by nephrocalcinosis. 

(7) It is generally agreed * that im idiopathic hypercalcemia 
of infancy there is increased sensitivity to vitamin D. This 
increased sensitivity could explain the signs except for three 
of them and these could also be explained ' deficiency of 
E.F.A.: the mental changes (since the normal aervous system 
is rich in E.F.A.), the raised serum-cholesterol, and the atheroma 
(alleged by Bonham Carter et al.5 to be the cause of the 
hypertension and systolic murmur). If the cause of idiopathic 
hypercalcemia of infancy is a diet low in E.F.A. and high in 
calcium and vitamin D, administration of a rich source of 
E.F.A. such as cotton-seed oil should lower serum-calcium, and 
this has now been demonstrated by James et al. 


The two lines of possible evidence against my view may 
be summarised and refuted as follows. “‘ Sinclair’s claim 
is not supported by analyses of different preparations of 
cow’s milk for their essentially [sic] fatty acid contents.” 
Here Stapleton and his colleagues‘ are quoting James, 
and in the paper in your issue of March 8 the evidence 
is given. 

Two samples of human milk contain 5-1% and 44% of 
fatty acids as linoleic+linolenic acids; corresponding figures 
for cow’s milk immediately after roller drying and after storing 
for 3 and 6 months at room temperature (whether in air or 
not is not stated) are 3-4%, 2:°3%, and 1-4%. Though the 


1. Sinclair, H. M. Lancet, 1956, ii, 101. 

. Sinclair, i. M. ibid. p. 893. 

. Sinclair, M. Proceedings of 3rd International Conference on Bio- 
SNornical | Problems of Li ~— Eg} . 392. 

‘ ern pa MacDonald,  Lihewend R. Amer. J. clin. Nutr. 

1957, 5, 533. 

Bonham Carter. we E., Fowler, D. I., Harper, C. M. Arch. 
Dis. Childh. 1955, Fibs, 308 
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figure for fresh cow’s milk agrees with those given by Hilditch 
in his recent summary,‘ the two figures for human milk are 
lower than those cited by Hilditch, the mean of which is about 
8%. 

But even taking the figures of James et al., dried cow’s milk 
which has been stored is likely to be lower in linoleic acid than 
fresh human milk; of course storage can occur in various ways 
and only a very small proportion of infants fed on dried cow’s 
milk develop idiopathic hypercalcemia. But this is not the 
whole story. James et al. state that “ Linolenic acid can exist 
in three forms—cis-cis, cis-trans, and trans-trans—but only 
the cis-cis form can be utilised’. Every part of this statement 
is wrong. There are eight possible geometric isomers of lino- 
lenic and four of linoleic acid, which is probably meant. So 
far as is known all four isomers of linoleic acid can be utilised 
in the body for energy, but only the cis-cis form can act as 
E.F.A. Hilditch * cites many authors in support of the view that 
almost all the linoleic acid in human milk is this cis-cis isomer, 
whereas in cow’s milk only “‘ minute proportions ”’ consist of 
this isomer and most of the linoleic acid is a trans isomer which 
does not have £.F.A. activity. This, as shown by Shorland and 
Reiser and others, is because of bacterial action in the rumen 
of cows: the pasture-fed cow eats about 60% of its fatty acids 
as all-cis-linolenic acid, and yet only traces of this acid in any 
form appear in the body-fat or milk because bacteria hydro- 
genate it and during this process isomerisation occurs. James 
et al. counter this mass of evidence by stating that “‘ Van Beers 
et al. (1957) have shown that about 50% of the linoleic acids of 
cow’s milk is in the cis-cis form; so it cannot be claimed that 
infants fed on cow’s milk are being provided solely with the 
wrong isomer ”’. 

Van Beers et al. reported, I believe, only one value for the 
cis-cis-linoleic acid in winter butterfat—namely, 1-9%, and 
stated that the amount in samples of summer and winter 
butterfat is between 1% and 2%. If this is compared with the 
usual content of cis-cis-linoleic acid in human milk of about 
7% or 8% it is not surprising that Hansen and his colleagues 
have demonstrated in infants a deficiency in fresh cow’s milk 
as compared with fresh human milk, which deficiency is com- 
pletely abolished by isocaloric substitution of the fat of cow’s 
milk with vegetable seed oil as a rich source of cis-cis-linoleic 
acid. James et al. dismiss on chemical grounds the possibility 
of diminution by trans-isomerisation during drying of the 
already low content of cis-cis-linoleic acid in cow’s milk but 
other chemists have told me such a change is likely; in some 
preliminary experiments on rats I found that National dried 
milk had less £.F.A. activity than fresh cow’s milk, though I did 
not test the same samples before and after drying; since James 
et'al. show that there is no loss in total linoleic acid on drying, 
my results could be explained by trans-isomerisation. 

Clearly more research should be done upon this. What- 
ever the result, it cannot be disputed that fresh cow’s 
milk is much lower in £.F.A. than is human milk, as 
judged by chemical analysis and confirmed by Hansen’s 
tests on infants, and there can be a fall in content of E.F.A. 
upon storage of dried cow’s milk in air so that some 
infants fed on dried cow’s milk can be consuming even 
less £.F.A. than infants fed on fresh or evaporated cow’s 
milk and considerably less than breast-fed infants. 

I have compared at length cow’s milk and human milk as 
sources of E.F.A. because this is a matter of great importance. 
As an illustration I might mention that at a conference in 
California which Dr. James and I have just attended Dr. 
Stanley Hartroft extended his very interesting results on the 
dietary production of myocardial infarction in rats by showing 
that rats given cholesterol, sodium cholate and thiouracil 
(which increase the requirement of £.F.A.) develop myocardial 
infarction if fed cod-liver oil with a hydrogenated fat or if fed 
butter (both of which sources of fat are low in E.F.A.) but not if 
fed corn-oil with a hydrogenated fat (corn-oil is high in £.F.A.). 


a =e The Chemical Constitution of Natural Fats. London, 





The other line of possible evidence is that the amounts 
of E.F.A. in the blood of three infants with the disease 
were similar to those in three normal infants. 

It is well known that in lower animals when linoleic acid in 
blood falls after dietary deficiency of E.F.A. the content of 
trienoic acid rises, and Hansen and his colleagues have con- 
firmed this in infants.’ Therefore the combined estimation 
of linoleic+linolenic acid might remain normal and conceal 
a deficiency, as pointed out by James et al. who discount this 
possibility because the amounts of arachidonic acid fall within 
the normal range. But Hansen has found lowered dienoic, 
raised trienoic, and normal tetraenoic acids in infants with skin 
signs attributed to deficiency of E.F.A. and cured by this therapy. 
Deficiency of a nutrient can occur in tissues when the con- 
centration in blood is normal: pellagrins have normal amounts 
of nicotinic acid in blood. Further, infants fed on dried cow’s 
milk are certainly ingesting greater amounts of trans polyenoic 
acids than infants fed naturally, and these amounts would be 
estimated by gas-chromatography along with £.F.A. but would 
have no £.F.A. activity. So this evidence, though interesting, is 
by no-means conclusive. 


I continue to believe that idiopathic hypercalcemia of | 


infancy is probably caused by a diet low in essential fatty 
acids and high in calcium and vitamin D. 
Oxford. H. M. SINCLAIR. 


CARDIAC ARREST FOLLOWING ELECTROPLEXY 
Smr,—The letter from Dr. Crowley (Feb. 15) is of 
considerable interest to me. At our hospital there was a 
similar event a year ago. I therefore undertook a detailed 
study of the immediate cardiac effects of electroconvulsive 
therapy. The great problem in such an investigation is 
to determine exactly what happens to the heart during 
and just after the shock. The studies of Bellet and 
Aultschule several years ago reported only cardiac 
arrhythmias. I now have clear evidence that a brief 
period of asystole may occur. This can be prevented 
only by a relatively large dose of atropine (1-2 mg.) or 
other anticholinergic drugs given about 30 minutes 
before the shock. The arrest of the heart is not necessarily 
related to the thiopentone and suxethonium bromide, 
but rather to the status of the heart, the voltage applied, 
and the duration of the shock. 
Department of Anesthesia, 
a ALLEN B. DosKIN. 
RIBONUCLEASE ACTIVITY IN CHRONIC 
GRANULOCYTIC LEUKAMIA 

Str,—A group of biochemists in this clinic, Ostrowska, 
Urbariczyk, and Spirer, have measured the activity of 
ribonuclease (RN-ase) in serum and urine by the modified 
method of McCarthy. 

This method consists in adding ribonucleic acid to the fluid being 
examined and estimating, after precipitation by N hydrochloric acid, 
the turbidity caused by the excess acid not decomposed by the 
RN-ase in the fluid. The turbidity is measured by Pulfrich’s photo- 
meter, and the RN-ase activity is found by comparison with a curve 
drawn from results with pure RN-ase. 

In 16 healthy people the serum content varied from 0-53 
to 0-92 mg. per ml. (when 1/1000 dilution of serum was used); 
the activity in urine ranged from 2-77 to 22:0 mg. per 24 hr. 
But in 33 cases of chronic granulocytic leukemia, the activity 
was as high as 300 mg. per 24 hr., though the serum content 
was no higher than normal. There was some correlation 
between the RN-ase content on the one hand and the severity 
of the disease and the height of the granulocyte-count on the 
other. In 9 cases of chronic lymphatic leukemia, in cases of 
7. Moe, 8 E., Adam, D. J. Dip Bocleche, A. pi, Mesmed, M. EB. 
- » 3, tA of Lipids, 1958 (in the press). 
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reticulosis (including 10 of myeloblastosis and 3 of lympho- 
granulomatosis), and in 15 cases of infectious disease with 
leucocytosis, the RN-ase activity was normal in both serum and 
urine. 

The increase in the RN-ase activity in the urine in 
chronic granulocytic leukemia is so specific that in 
doubtful cases it helps to make the diagnosis.1* What 
bearing, if any, this phenomenon has on the causation of 
leukemia remains to be seen. 

IIIrd Clinic for Internal Diseases, 

fookeny of Medicine, 


akow, Poland. JULIAN ALEKSANDROWICZ. 
NO PEACE FOR THE PATIENT 

Str,—When I was a hospital almoner, one of my 
tasks was to persuade people to come into hospital. 
* Apart from all the other advantages, you will have a 
good rest,” I used to say. But I have been an inpatient 
myself recently, and now know better. 

I was on complete bed rest and sedated, and was 
constantly exhorted to sleep. I found that impossible, 
however, because no less than forty calls were made on 
- attention every day: 


P.M. 
5. “00 lights on 12.15 lunch : 
5.10 temperature taken 12.50 bedpans, hand wash 
5.25 blood-pressure taken 1.30 bed made 
5.45 bedpans 1.40 blood-pressure taken 
5.55 tea 2.00 medicines 
6.00 water for washing 2.20 ~~ emarecmamas 
6.30 bed made 3.05 t 
7.30 woken by clatter from steriliser 3.40 ~ hand wash 
7.45 newspaper boy 4.00 temperature taken 
8.00 breakfast 4.40 blood-pressure taken 
8.40 bedpans 5.00 medici 
8.50 hand wash 5.40 asked to find tray cloth 
9.00 sister’s round 6.10 supper 
9.50 blood- oe taken 6.30 bedpan, hand wash 
10.00 doctor’s 6.35 cupposnety 
10.20 drink of milk 7.00 tidying 
10.25 medicines 7.15-8.00 visitors 
10.45 bedpan 8.30 blood-pressure taken 
11.05 hand wash 8.35 pan 
11.15 “ shop trolley ” 9.00 sleeping-tablet 
2 told to get ready for weighing 


11:50 asked to find tray cloth 
Some of these items did not happen every day, but others, 
such as blanket-baths, hair wash, and clatter of the 
cleaners, do not appear. 

Could not something be done to simplify some of the 
less important routine tasks ? Or could not all “ resting ” 
patients be put at one end of the ward and dealt with 
first? Much-unnecessary disturbance could be cut out 
in that way—such as a twenty-minute interval between 
setting trays and serving meals, further delay for bed- 
pans, and delay in taking temperature and blood-pressure. 

EX-PATIENT. 


PSYCHOSIS AND TREMOR DUE TO 
MECAMYLAMINE . 

Sir,—Dr. Harington and Dr. Kincaid-Smith conclude 
that psychosis and tremor, in their cases of hypertension, 
were the result of high doses of mecamylamine. 

It is noticeable, however, that a raised blood-urea 
accompanied these phenomena, and in their first case a 
return to normal was paralleled by a fall in the blood-urea 
As tremor and psychosis are symptoms of uremia, it 
may not be justifiable to attribute them primarily to the 
effect of mecamylamine. 

In a case recently studied at this hospital, similar signs 
were present in a patient with malignant hypertension 
treated with only 10 mg. oi mecamylamine b.d., and whose 
blood-urea ranged between 100 and 240 mg. per 100 ml. 
If this syndrome is due to mecamylamine it can be pro- 


rowicz, J., Spirer, L. Le Sang, 1955, 2, 212. 
og Cersoweies, A., Urbaticzyk, J., Sierko, J. Blood (in 





1. Aleksand: 
2. Aleksandrowicz, J 
the press). 


duced with doses much lower than those reported by 
Dr. Harington and Dr. Kincaid-Smith. 

Though Bright in his original series of papers did not 
describe these phenomena, Dieulafoy' gave the name 
folie brightique to the psychosis. The occurrence of coarse 
tremor in uremia is well recognised.* 

wend ici M. GREENBERG 

rm ey ae E. DavIpson. 


RESISTANT STAPHYLOCOCCI IN HOSPITALS 


S1r,—The most interesting article by Dr. Gould and 
your editorial last week should induce hospitals to build two 
rooms especially for the use of antibiotics, one where they 
can be prepared under all possible precautions, and the 
second where they are administered. That air-exhaustion 
plants will have to be installed is obvious; that surgical 
masks worn by the people handling the antibiotics will 
not be enough, and that something of the gas-mask type 
will be needed, is only too clear; and a protective cover 
for oral antibiotics should be demanded from the manu- 
facturers. Strictest asepsis is essential. 

One further point would, I believe, warrant thorough 
investigation. It has been stated that after one injection 
of procaine penicillin-traces of it can still be found in the 
patient 140 days later. It would be interesting to examine 
whether these very small amounts of penicillin are con- 
cerned in the creation of resistant strains. Should this be 
proved, then we will have to use high doses of a quickly 
excreted penicillin. I have been advocating this for 
some time—admittedly as a precaution against sensitisa- 
tion. 

Basingstoke. K. L. PErer. 

S1r,—There is little doubt that most hospitals are now 
infested with resistant staphylococci. Most discussion on 
this subject has emphasised the role of the operating- 
theatre as the source of wound infection. The role of 
cross-infection in the wards seems to have had relatively 
less attention. . 

Particularly unpleasant examples of this have recently 
been seen in this hospital, where there have been 3 fatal 
cases of postoperative staphylococcal bronchopneumonia 
in one surgical ward during the past two months. These 
cases were, admittedly, poor-risk patients in a debilitated 
condition. Apparently resistant staphylococci are com- 
monly present in the nasopharynx of patients after a spell 
in hospital, and these patients had all been in hospital 
for some time before operation. 

It seems that the weak, debilitated patient who is 
unable to cough adequately after a general anzsthetic 
may develop this fulminating bronchopneumonia, which, 
in our cases, failed to respond to any treatment. In these 
circumstances it would seem to be advisable to operate 
on such patients as soon as possible after admission. 

Complete isolation of infected patients is unfortunately 
impractical, but, if possible, cold surgical admissions 
should be diverted to clean wards. A much more rigid 
aseptic technique for dressings is needed, and the barrier- 
nursing principle should be used for patients with infected 
wounds, or resistant staphylococci in the sputum or urine. 
Contaminated dressings should be immediately sealed in a 
= bag as described by Caswell et al.* 








. Bull. Soc. Méd. Paris, 1885, 2, 246. ee : 
2. Conybeare, |. J. Mann, W.'N Textbook of Medi Edinburgh, 
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At this hospital the wards are E.M.S. huts heated by 
antiquated coke stoves. The amount of dust produced 
by these stoves is prodigious, and I do not think that the 
wards can be properly cleaned unless they are closed. At 
present, pressure of work allows this to be done only 
when the wards are redecorated. There must be con- 
siderable accumulation of infected dust during the 
intervening years. 

This problem will surely remain with us as long as we 
accept a standard of accommodation and hygiene in our 
hospitals below that of our private houses and industry. 


St. Peter’s Hospital, 
Chertsey, Surrey. Murray T. PHEILS. 


AZETIOLOGY OF PRE-ECLAMPTIC TOXAMIA 
AND ECLAMPSIA 
S1r,—Professor Browne is to be congratulated on his 
excellent review in your issue of Jan. 18. I should like to 
discuss some of his points. 


The rise in the corticosteroid level in serum and urine 
argues in favour of an increased adrenal function: but the 
chemically demonstrable corticosteroids are not the natural 
hormones of the adrenal; hence some caution is indicated. 
The clinical manifestations, such as strie and the diminished 
resistance to infection during pregnancy, likewise show that in 
pregnancy the function of the adrenal cortex is increased. Few 
data support the hypothesis that hyperfunction of the cortex 
is further enhanced during toxemia of pregnancy. 

In my opinion, in the pathogenesis of hypertension more 
attention should be paid to antidiuretic hormone (vasopressin) 
and sodium chloride. In more than ome case we have 
observed that administration of sodium chloride or pituitary 
extract can bring on a fit. The uterorenal reflex! and the 
uteropituitary reflex, through which dilatation of the os uteri 
produces a vasopressin effect, are also factors of importance. 
But it must be remembered that in pregnancy hypotensive 
substances are also formed *~“; and the behaviour of the 
vascular system might be considered the resultant of two 
opposing forces. 

Increased activity of the adrenal cortex probably promotes 
toxemia, but the adrenal cortex also affords a certain protec- 
tion. Thus, in fatal toxemia irreversible changes (haemorrhages 
and ischemia) are often found in the hypophysis and the 
adrenal cortex ® *; and cortisone is beneficial in shock accom- 
panying toxemia. The two observations are compatible if we 
postulate a dysharmonious function of the adrenal cortex in 
toxemia: the action of the mineralocorticoids increases more 
than that of the glucocorticoids. 

The placenta fulfils its protective task only when its activity 
is normal. In placental hypoxia numerous substances which 
act on blood-vessels are formed in the placenta—such as 
histamine, tyramine, acetylcholine, serotonin, guanidine, 
arginine, and thromboplastin. The balance between inactivat- 
ing enzymes (histaminase, monoaminooxidase, pitocinase, 
cholinesterase) and these substances is upset, and the vaso- 
active substances enter the maternal circulation. 

That the placenta not only exerts a protective function but 
also is the source of injurious substances is well illustrated by 
the cases in which eclampsia develops in the puerperium and 
placental polyps were demonstrable.’ ® 

Eclampsia in the puerperium may be explained by the fact 
that different periods of time are needed for the development 
of the action of the various substances. We ourselves have 
observed that in the first days of the puerperium the blood- 
pressure rises strikingly more than once. We think that the 


. Sophian, J. Toxamias of Pregnan ney. ., London, 1953. 

ls held, Ul 19 —_ ach, B. W. regnancy E. T., Pregnancy 
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substances which lower blood-pressure are excreted more 
quickly than those which raise it. 

It is necessary to emphasise the significance of the increased 
permeability of capillaries. Eppinger ® termed this “ serous 
inflammation”, but few obstetricians use this expression.!°—'* 
The process explains the increase in the protein level of tissue- 
fluid mentioned by Professor Browne. Besides the increased 
permeability of the capillaries the chemistry of the connective 
tissue also plays a part. In cedema of pregnancy the skin and 
the subcutaneous connective tissue accumulate a substance 
which has the tendency to bind NaCl and water '* '*; and this 
property is lost on exposure to hyaluronidase. Such substances 
are the mucopolysaccharides containing hyaluronic acid. The 
mucopolysaccharides increase the swelling of tissues and impair 
the function of the organs. 

Vasospasm, serous inflammation, and the increased tendency 
of the connective tissue to swell cause hypoxia in certain 
parts of the brain, liver, and kidneys. Injury to the cells is 
probably not due to oxygen deficiency alone,'*-™ but the 
access of nutritive substances is also made more difficult. In 
toxemia, different parts of the same organ (e.g., the brain) may 
be injured by hypoxia to a different degree.’* 

The action of the various factors (hormones and 
decomposition products) causing toxemia manifests 
itself simply in hypoxia and impaired cell metabolism, 
which are reflected through their action on different 
organs, in the very variable symptoms of toxemia. 

Budapest. S. FEKETE. 


A BURETTE FOR GIVING INFUSIONS TO INFANTS 
S1r,—Even simpler than the apparatus described by 
Dr. Bewes (Feb. 15) is a 15 in. length of 1 in. outside- 
diameter hard-glass tubing. Tubing of this bore nicely 
accepts the rubber bung of the National Blood Trans- 
fusion Service giving-set. 


A This makes a burette in which 
a. a change of meniscus level 
4 of 1 in. represents a volume 
—i—-H change of 10 ml. The calibra- 
Tt tion is conveniently marked 
on a wooden base-board (B) 

aw to which the burette (A) is 


clipped by spring-steel tool 
clips (see figure). 

At the start of an infusion 
the meniscus is brought to 
the zero mark by sliding the 
burette up or down in the clips. 
Elaborate means of replenish- 
ment have been abandoned 
in favour of a “clean pour” 
technique. The burette is de- 
tached from the base-board 
and held at a convenient height 
while the infusion fluid is poured 
into it from the container bottle, 
care being taken to avoid contact 
between the lips of the two 
vessels. (In eight years of regular 
use we have not seen pyrogenic reactions attributable to this 
practice.) The burette top is covered with an aluminium cap 
(H) which, like the glass tube, is sterilised by boiling before use. 
The air inlet of the giving-set (redundant in this apparatus) 
is closed with the small cork (I) provided with the set. 

10, ch En Scie Seitz, Le Amreich, A) Oe ogie and t Pathalogica des Weibes, 
11. Marias, t H. Bi Bickenbach, W.,  erdeaver, K., Droysen, K. Lehrbuch 
der Geburtshilfe. Stuttgart, 1 
12. Gipem, 2 y a "194d, 68, 43. 
13. F med. hung. 1954, 5, 293. 
514. Fekete, §: Aa? 1957, 10, 421. 
Ww. 


15. Theobald, G. ¢ Pregnancy Toxemias or the Encymonic 
Atelositeses. London .1955. “A 
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A burette revealing small volume changes has advantages 
beyond the range of pediatrics. If a three-way tap is used to 
connect two giving-sets in parallel, one from a litre flask the 
other from a burette, small volumes may be accurately intro- 
duced intermittently into a continuous iniusion. 

Hard-glass tubing of correct dimensions with the ends slightly 
belled out is supplied by Messrs. R. B. Turner & Co., Eagle Street, 


London, W.C.1. 
Ipswich. R. M. MAyon-WHITE. 


ORGANISMS IN THE RESPIRATORY TRACT 

DURING ACUTE RESPIRATORY INFECTIONS 

Str,—We have read with great interest the excellent 
article by Dr. Brumfitt and his colleagues. We have been 
engaged for some years in similar investigations to find 
the causative agent in infants and children with acute 
respiratory disease (bronchiolitis, bronchopneumonia, 
pneumonia).?~* Naturally we could not use bronchoscopy 
under general anesthesia in infants and very young 
children for diagnostic purposes. 


The swabs examined were taken from the nose, pharynx, 
and larynx, by means of a sterile diphtheria stick, and from the 
subglottic region with a Haslinger laryngoscope by means of 
suction. The organisms were cultured on human-blood and 
chocolate agar. 

87 infants and children with pneumonia were investigated 
by subglottic swabs; simultaneous throat and larynx swabs 
were cultured for comparison in 66 cases. It was found that 
the subglottic swabs gave better results than the throat and 
larynx swab for the isolation of the supposed causative agent. 

We were able to isolate pneumococci, Haemophilus influenzae, 
monilia, and members of the Streptococcus viridans and 
neisseria groups more often from the mucosa of the throat than 
from the larynx and subglottis. The difference in the bacterial 
population between the throat and subglottis was greater than 
that between the throat and larynx. We isolated hemolytic 
streptococci and staphylococci more often from the mucosa 
of the larynx and subglottis than from the throat (see accom- 
panying table). Comparing throat, larynx, and subglottis 


ORGANISMS ISOLATED FROM PHARYNX, LARYNX, AND SUBGLOTTIS 














Site of Swab Pharynx Larynx Subglottis 
No. of patients 122 196 209 
pol No. of No. of No. of 
isolations isolations isolations 
Pneumococcus 83 (68% 113 (58%) | 111 (53%) 
of all patients) 
Gram-positive cocci and 
Streptococcus viridans 105 (86%) 154 (79%) 151 (72%) 
Gram-negative cocci 72 (59%) 78 (40%) 75 (36%) 
Hemolytic streptococcus |, 14 (11%) 27 (14%) (13%) 
Staphylococcus 6 (5%) 23 (12%) 20 (10%) 
Haemophilus influenza 6 (5%) 5 (2:5%) (3% 
Monilia 6 (5%) 6 (3%) 1 (0-5%) 
Sterile 6 (5%) 24 (12%), 32 (15%) 














swabs in the same patient, the bacterial population was identical 
in only 10%. In 43% partial conformity was found; complete 
dissimilarity was never found. The lower in the respiratory 
tract the fewer the number of saprophytes. 

The bacterial population in infants and children with acute 
respiratory illness was not very different from that in healthy 
children. These findings are in accordance with Adams’s * view 
that with the exception of primary streptococcal infection, 
primary infection of the respiratory tract by bacteria is uncom- 
mon. Despite this assumption he thinks that the etiological 
agent should be sought by all possible means. In our opinion 
1. Brumfitt, W., Willoughby, M. L. N., Bromley, L. L. Lancet, 1957, 


ii, 1306. 
» Satton” Putnoky, G., Kovacs, K., Szabon, J. Orv. Hétil. 1956, 
1 


2 
3. Steiner, B., Putnoky, G., Kovacs, K., Szabon, J. Acta pediat. 1958, 
4 
5 





7 (in the press). 
. Putnoky, G., Steiner, B., Kovacs, K., Szabon, J. Acta med. microbiol. 
hungar. (in the press). 
. Adams, F. U. Pediatrics, 1957, 19, 129. 


it is possible that the different viruses can predispose the 
respiratory mucosa to the bacterial invasion. 

It is very important to know the difference between 
the bacterial populations of the throat, larynx, subglottis, 
and lungs. Since material could not be cbtained from the 
bronchi by direct aspiration at bronchoscopy, we examined, 
for the sake of comparison, throat swabs, material 
aspirated by lung puncture immediately after death, and 
swabs from the lungs at necropsy. 

We found that where the larynx and subglottis swabs were 
negative, the lung swab was also negative. In some cases the 
same micro-organism was found in the throat, larynx, sub- 
glottis, and lungs. The throat and subglottis swabs usually 
produced mixed cultures; but in the lungs, if the swab was not 
sterile, there was only one organism. 

A potential pathogen was never found in the lung swab 
unless it was present in at least one other swab. 


B. STEINER 
G. PUTNOKY 
Pos' uate Medical School, Kiara KovAcs 
udapest, Hungary. J. SZABON. 


SEPARATION OF MOTHER AND CHILD 


Sir,—Dr. Bowlby (March 1) has thought it necessary to 
reaffirm his conviction that the separation of young 
children from their mother-figures is a “ serious mental 
hazard ” for many. It had seemed to many readers of the 
investigation to which he refers ' that he had admitted he 
had been wrong in believing that personality disorders 
commonly resulted when there had been an early separation 
trauma. 

He now makes two points: (a) that during and imme- 
diately after a separation experience the majority of young 
children are emotionally disturbed; and (5) that such 
experiences will later on reveal themselves in‘ serious 
disturbances of behaviour “in a far from negligible 
proportion of children ”’. 

The first point is not at issue. It is sufficient in itself 
to enlist support for Dr. Bowlby’s practical recommenda- 
tion that the separation of young children from their 
mother-figures should not be undertaken lightly. 

But the second point is still far from settled. Dr. 
Bowlby’s own investigation is not very helpful because 
he treated his published data in such a way that not even 
a tentative conclusion can be drawn from them. 

His investigation was designed to compare 60 children, 
aged 6 to 14, who had been treated in a sanatorium before the 
age of 4, with a comparable control group of children in the 
same school classes who had not been to a sanatorium, There 
were twice as many boys as girls in the sample, but this sex 
difference was largely disregarded in the evaluation of results. 
3 of the ex-sanatorium children were in a special school and 
were excluded—a mistake which was acknowledged in the 
paper. For the remaining 57 children in the experimental 
sample and for their controls, observations by teachers and 
psychologists were available. It was found that, according to 
the teachers’ reports, no differences of behaviour existed 
between the two groups. The outcome of comparing each 
item in the teachers’ reports about the two groups was that, 
“‘ although virtually all the differences found were adverse to 
the sanatorium group, none reached a level of statistical 
significance ”’, 

To repair this negative result, the teachers’ reports were 
scanned for inconsistency and unreliability. In the end, 
almost half the reports were discarded, reducing the experi- 
mental group to 32. It is obvious that such a procedure is not 
legitimate, for it is too easily vitiated by an understandable 


1. Bowlb ‘ae Ainsworth, M., Boston, M., Rosenbluth, D. Brit. J. med. 
Psyc 1956, 29, 211. 
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desire to prove the validity of a hypothesis in which one 
believes, rather than to test it. 

There were five items in the “ reliable ” teachers’ reports— 
mainly concerned with diffidence and daydreaming—which, 
taken together, seemed to differentiate between the two groups, 
but with a probability p of less than 0-001. As this unusually 
significant probability emerged from an effort to repair a 
negative result, it is likely to indicate that bias did inadvertently 
—though perhaps inevitably—creep into this secondary 
selection of acceptable reports. However, there was one result, 
mentioned incidentally and without details, which used both 
reliable and unreliable teachers’ reports; it was x? of 13-22 for 
four degrees of freedom, having a probability Pp of 0-01. It 
would be helpful to have these data in full so that one could 
form an approximate opinion of the relative proportions of 
diffident and daydreaming children in the two groups. 

No reasons were given for the restriction of the psychologists’ 
reports on the behaviour of children during an intelligence test 
to a sample of only 31 children in the ex-sanatorium group, 
though, according to table 4, 56 children of that group had 
been thus tested. Surely the reliability of his teacher’s report 
on him did not affect a child’s behaviour in an intelligence test ? 
It was not even said whether these 31 children were the same 
as those retained in the analysis of the teachers’ reports. From 
the small number of children included in table 9 (which 
compares teachers’ reports and the behaviour of children in 
the test situation) it seems likely that they were not the same 
children. If not, why and how were they selected ? 

I should be grateful to Dr. Bowlby if he would publish 
the original figures of his investigation, so that one could 
judge to what extent his reaffirmed conviction is supported 
by the facts he collected. 

Maudsley Hospisal, 

London, S.E.5. 


F. KrAuPL TAYLOR. 


A SLIDE-DRYER SLAB 

S1r,—I was interested to read Dr. Neumark’s descrip- 
tion of a slide-dryer slab (Feb. 22) because I can claim to 
have devised it as far back as 1928. In 1936 the late Prof. 
E. Brumpt, of the Institut de Parasitologie, in Paris, 
visited this laboratory and I gave him one to take back 
to his laboratory. 

I cannot agree with Dr. Neumark that wooden slabs warp. 
Some I have, which were made in 1928, are still in use and have 
not warped; they were made of '/, in. teak, but oak is quite 
satisfactory. These slabs are invaluable in laboratories where 
large numbers of slides have to be stained and examined—e.g., 
in malaria surveys. Mine are made to hold half a gross of slides. 

One of these slabs is exhibited by Colonel C. A. Bozman in 
the malaria section of the Wellcome Museum. 


Malaria Reference Laboratory, 
Horton Hospital, 
Epsom, Surrey. 


P. G. SHUTE. 


DIHYDROCODEINE 

S1r,—In attempts to evaluate anileridine and dihydro- 
codeine as analgesic agents to supplement nitrous-oxide 
anzsthesia, results have been observed which differed 
considerably from those reported by Swerdlow! and 
by Levin.? 

Twelve patients were put to sleep with thiopentone 
and allowed to breathe a 50/50 mixture of nitrous oxide 
and oxygen. When supplementation became necessary, 
intravenous doses of dihydrocodeine were given in 
amounts varying from 30 to 120 mg. None of the twelve 
patients became quiet enough to continue the operation. 
The one receiving 120 mg. of dihydrocodeine had a 
severe drop in blood-pressure, which was alleviated 
by the use of ephedrine. All twenty-six patients given 


anileridine under similar circumstances were anzsthe- 
tised adequately for continuance of the operation. 
University of Colorado ROBERT W. VIRTUE 
Medical 


ter, 
Denver, Colorado. KATHLEEN W. PAYNE. 


A BROAD VIEW OF CANCER 
Sir,—Your mention of Sir Wilfrid Le Gros Clark’s 
opinion that speculations are of great value as a basis for 
experiment ' encourages me to put forward a working 
hypothesis about carcinogenesis which I elaborated dur- 
ing my research at the University of Lwéw in Poland 
before the late war. 


In my work on blood coagulation, I used as thromboplastin 
watery extracts of different tissues, mostly lungs, which 
I obtained by grinding the normal tissue with physiological 
saline solution and removing the remaining solid parts by 
centrifuging. An extract of malignant tissue, prepared in the 
same way, showed no thromboplastic action. I repeated the 
experiment with five different malignant tissues; none had any 
thromboplastic action. 

Dr. Julian Huxley ? has said that cancer research can 
only prosper if it is broadly based. My working hypothe- 
sis is on a very broad biological basis. 

The smaller content (or even absence) of thromboplastin in 
malignant tissues seems to have some connection with the 
so-called organising capacity of normal tissues. This was first 
discovered by Speemann, who found that the dorsal lip of the 
blastopore of a newt gastrula can induce the development of 
a new dorsal plate when inoculated between the entoderm and 
ectoderm of the same or another gastrula of the newt. This 
property was called by him “ organising capacity”, and the 
part of the gastrula that was the carrier of this property the 
“ organising centre.” 

Later it was found that this property was not connected 
with the cellular structure of the organising centre, and Holt- 
freter found evidence of it in all animal tissues. Inducing cap- 
acity becomes much stronger when the tissue is boiled before 
inoculation, and its strength increases with the phylogenetic 
development of the donor; thus, it is strongest in man. No 
inducing capacity has been found in plants. 

On the other hand, all animal tissues contain thrombo- 
plastin. The content of thromboplastin is proportional to the 
phylogenetic development of the animal and ontogenetic 
development of the organ concerned. The highest thrombo- 
plastin content is in organs incapable of regeneration (e.g., 
lungs and brain). The thromboplastin obtained from the lungs 
of a rabbit acts more strongly on rabbit than on human blood; 
but thromboplastin from human placenta acts as strongly on 
rabbit as on human blood. Thromboplastin, unlike inducing 
factor, is thermolabile. Moreover, boiled-organ extracts show 
the presence of a coagulation-inhibiting substance (perhaps 
heparin). 

Thus the two factors are in some sense antagonistic, because 
the destruction of thromboplastin by heat increases the action 
of the inducing factor; moreover embryonic organs contain 
less thromboplastin than the organs of fully developed, animal, 
or none at all, and the inducing capacity of the organs of the 
newt embryo decreases parallel to the development. 

The function of the coagulation mechanisms of blood, 
besides preventing loss of blood from the vessels, is the repair of 
damage suffered by the body. The wound is filled with blood, 
which coagulates under the influence of the thromboplastin 
from the tissues; the fibrin fibrils serve as a substratum for the 
growth of fibroblasts, which later form the scar. Thus the 
coagulation of blood in the tissue is the first step in repair, and 
can be regarded as a constructive process, which is initiated by 
thromboplastin. 

The organising or inducing agent seems to be rather an 
agent of growth. The process of gastrulation seems to have 





1. Swerdlow, M. Lancet, 1957, i, 482. 
2. Levin, J. 


ibid. 1957, ii, 338. 


1. See Lancet, 1957, ii, 728. 
“ 2. ibid, p. 837. 
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two components—growth and construction. The essence of 
gastrulation and primordial development seems to be the 
vigorous growth and division of cells, initiated. in normal 
newt embryo by a substance present in the dorsal lip of the 
blastopore. The arrangement of the new cells in primitive 
organs probably depends on another factor, a constructive one, 
present in all cells of the gastrula. 


There is thus some basis for supposing that each tissue 
contains two agents, of growth and of construction, which 
are in some kind of equilibrium. As long as this equili- 
brium is maintained, the behaviour of tissues, organs, and 
the whole body is normal; as soon as it is disturbed, the 
behaviour of tissues becomes abnormal, and the result 
is a tumour. 


For example, in the skin, the basal-cell layer of the epidermis 
is probably a permanent carrier of the agent of growth, as its 
cells are continually dividing and delivering material for the 
upper layers. The papillary layer of the dermis is probably 
the main carrier of the constructive agent, which keeps the 
ever-regenerating epidermis in order and prevents the in- 
growth of its cells into the dermis. This can be deduced from 
the anatomical structure of papillomas, which are very often 
the precursors of carcinomas. The enlarged ridges of dermis 
to which the normal papille are modified, suggest that the 
dermis has to resist, and is still resisting, the increasing pressure 
of excessively growing epidermis. When this resistance is 
broken the epithlial cells start to grow into the dermis, thus 
becoming malignant cells. This anatomical picture permits the 
supposition that the mode of action of constructive agent is the 
checking and control of growth, and that in the normal 
organism both these agents are in balance. Thus a factor which 
damages the basal-cell layer may disturb the relations between 
epidermis and dermis. If the damage is transient, these rela- 
tions can be restored; but if the damage is permanent—e.g., 
those inflicted by carcinogens or by chronic injuries which 
prevent the return to normal conditions—the disturbance is 
permanent. If the papillary layer still contains enough con- 
structive agent to check the excessive growth of epidermal 
cells, nothing visible will happen. But if the papillary layer 
should be damaged (as in the experiments of Deelmann *) the 
action of its constructive agent would be impaired, and a 
“‘ crop of papillomas ” might result. 

Again, sarcoma is commoner in young than in older persons. 
As the natural growth in young individuals is not yet finished, 
many different cells still have the tendency to division, and 
the situation described above is possible for all of them. In 
older persons, only epithelial and glandular cells grow. Thus 
the processes I have described can arise only in connection 
with these cells. The capacity of healing wounds is greatly 
diminished in older persons, suggesting that the function, and 
perhaps even the amount, of constructive agent in the tissues 
is diminished. 

Thus we can explain the long latent periods between the 
application of carcinogens and the emergence of tumours. 
When the constructive agent in the dermis becomes impaired 
by the carcinogen, the dependence of the epidermal cells on 
the dermis becomes less; and the less dependent these cells 
become on the substratum, the greater is the chance of their 
survival and reproduction. 

In this manner over a period of time (latent period), during 
which also the constructive agent in the dermis is diminishing 
with the ageing of the organism, a form of natural selection 
takes place, and finally cells are produced which are completely 
independent of the substratum and thus autonomous—i.e., 
malignant cells are formed. 

This is consistent with a greater incidence of cancer in older 
people. 

Unfortunately since the war I have been unable to test this 
hypothesis experimentally. 

Crossley Hospital, 
arrington, Lancs. 


Frodsham, W. H. Z. E. ScHeurine. 





3. ibid. p. 779. 





GLUCOSE-TOLERANCE TESTS 

S1r,—Interest has recently been renewed in the intra- 
venous glucose-tolerance (I.V.G.T.) test, since by suitable 
mathematical treatment of its data a numerical index of 
glucose tolerance can be obtained. Unfortunately, the 
usefulness of the test is marred by disagreement concern- 
ing its underlying physiological mechanisms, so that two 
mutually incompatible indices are now in use. 

In this country the “ increment ” index (calculated from the 
slope of the straight line obtained by plotting against time 
the logarithm of the height of the blood-glucose concentration 
above fasting level) is regarded as the more valid,’ since 
Duncan * and Baird and Duncan * have published the results 
of well-planned investigations in its favour. But elsewhere 
the “ total” index (obtained from the slope of the straight 
line obtained by plotting log. “ total” blood-glucose against 
time) is preferred. 

My purpose is firstly to draw attention to the strong argu- 
ments of Ikkos and Luft‘ in favour of the “ total” index, 
and secondly to suggest explanations other than the incon- 
stancy (and hence the invalidity) of the “‘ total” index for 
the results obtained by Duncan * and Baird and Duncan.’ 

The difference between the two views seems to arise from 
different assumptions concerning the time needed for injected 
glucose to diffuse throughout the glucose space. The loss of 
injected glucose from the vascular system by diffusion is at 
first extremely rapid, which may be why Duncan and others 
have assumed that it is complete within a few minutes, How- 
ever, the rate of diffusion is governed by the difference in 
glucose concentration between plasma and extracellular water, 
so that, though at first rapid, it becomes progressively slower 
as this difference diminishes. From a statistical analysis of 
one hundred and seven 1.vV.G.T. curves (following glucose 
25 g. given intravenously within 2-3 minutes) Ikkos and 
Luft * claim that diffusion is an important distorting factor 
for 25-30 minutes from the beginning of injection, and this 
order of time is supported by various observations in studies 
using radioactive glucose, and by the diffusion-time of sub- 
stances other than glucose. In tests using glucose 25 g., a 
linear relationship with time after the 1st 25-30 min. is given 
by log. “ total ” blood-glucose but not by log. glucose “ incre- 
ment ” (whatever data are examined), and this dependence of 
the rate of glucose utilisation upon total glucose content agrees 
with observations of the rate of utilisation during fasting 
(when utilisation is balanced by hepatic glucose secretion) and 
after hepatectomy.‘ 

Now a possible explanation of the increase in the “ total ” 
index with increase in glucose load (from 25 to 50 g.) observed 
by Duncan * is that the larger load requires a longer time to 
diffuse throughout the glucose space. In Duncan’s I.v.G.T. 
tests, blood samples were ‘taken for 70 min., but at only 
10 min. intervals after 30 min. ; and while this procedure 
gives sufficient data with a 25 g. load, it provides few data 
for the critical tail ends of the curves obtained with 50 g. 
Nevertheless, if regression coefficients are calculated for log. 
mean values of the data for a 25 g. load after 20 min. (i.e., 
27 min. after the start of the injection), and of the data for 50 g. 
after 30 min., and the differences tested against their standard 
deviations, the difference in slope at the two load levels is 
not significant in the normal group (P> 0-05), and is significant 
at the 0-01 level for the mildly diabetic group. There is there- 
fore considerable uncertainty as to whether increase in glucose 
load does in fact change the “ total” index; more frequent 
sampling after 30 min. and extending beyond 70 min. is 
needed to settle the matter, 

When Baird and Duncan’s data* on mild diabetes 
before and after treatment with carbutamide are similarly 
examined statistically (using values after 27 min.), the 

1. Lancet, 1957, ii, 33. 
. Duncan, L. J. P. Quart. ¥. exp. Physiol. 1956, 41, 85. 
. Baird, J. D., Duncan, L. J. P. Clin. Sci. 1957, 16, 147. 
. Ikkos, D., Luft, R. Acta endocr., Copenhagen, 1957, 25, 312. 
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difference in the regression coefficients is significant 
(P<0-001); in terms of the total index, the value is 
increased by treatment from 0-47 to 0-69°% per min., 
the higher value remaining, however, within the 
diabetic range. The mode of action of carbutamide 
is still uncertain, and it is difficult to accept data from 
oral-glucose-tolerance tests and the daily fluctuations 
in blood glucose as proof of the absence of small differences 
in glucose utilisation; the apparent inconstancy of the 
“total”? index may therefore reflect a real change in 
rate of utilisation—an observation of some interest. 


Research Department, Runwell Hospital, 
ickford, Essex. I. G. Pryce. 


INCIDENCE OE WOUND INFECTION 

S1r,—In the study recorded in their article of Feb. 15 
Mr. Jeffrey and Mr. Sklaroff found a much higher 
incidence of wound infection in general surgical cases 
than in orthopedic and neurosurgical cases. Among the 
possible factors contributing to this difference they did 
not consider suture material. It is likely that the practice 
in Edinburgh is that found in most centres—i.e., that 
orthopedic surgeons and neurosurgeons use little or no 
catgut in wounds while general surgeons use a great deal. 
Of the many studies which have shown the effect of catgut 
in wounds one of the most striking was that by Jones 
et al.! who reduced the incidence of wound infection in 
the abdominal wounds after abdominoperineal resections 
of the rectum from 27:5% to 0-85% by substituting 
alloy steel wire for catgut in the peritoneal and muscle 
layers. When the catgut was only partially replaced by 
wire the rate of wound infection lay between these two 
extremes. 

From my own observations I agree with Jeffrey and 
Sklaroff that the contamination of wounds occurs usually 
in the operating-theatre, and the above-mentioned study 
indicates that the presence of dead animal tissue, in the 
form of catgut, allows the organisms to establish an 
obvious wound infection much more readily than they 
do when catgut is absent. 

Mencheter. HERBERT HAXTON. 

MYOCARDIAL INFARCTION AND TRANSIENT 

GLYCOSURIA 

S1r,—Dr. Rees, in his interesting article on accidental 
hypothermia (March 15), ascribes the occurrence of 
hyperglycemia and glycosuria noted in case 2 to hypo- 
thermia. I wish to take the opportunity to point out that 
transient glycosuria is a common complication of myo- 
cardial infarction—a fact which does not appear to be widely 
appreciated. Thus, the association is not mentioned in 
standard textbooks of medicine, and is ignored by most 
textbooks of cardiology. 

Scherf * described the association in 5 cases collected over 
a period of eight months, and estimated the frequency at 10%. 
During the past two years the association was found in 12 
patients in a consecutive series of 129 cases of proven myo- 
cardial infarction admitted to a general medicine unit, where 
the patient had been seen within forty-eight hours of the onset 
and where the urine had been tested (a further 12 patients had 
myocardial infarction complicating diabetes mellitus). This 
series suffers from bias in several respects and is probably not 
representative; nevertheless there is no doubt that this is a 
common phenomenon. The etiology is not understood, 
though Scherf advances several interesting hypotheses. 

& Tones, T E., Newell, E. T., Brubaker, R. E. Surg. Gynec. Obstet 1941, 
2. Scherf, D. Wien. klin. Wschr. 1933, 46, 69. 


This is an aspect of myocardial infarction which 
appears to have been neglected and which might repay 


fuller study. 


The Royal Infirmary, 


Edinburgh. J. Knox. 


MEMORIAL TO SIR JOHN GRAHAM KERR 


Lord Boyp Orr writes: 

“A committee has been formed for the promotion of a 
fund to commemorate the late Sir John Graham Kerr who 
occupied the chair of zoology at Glasgow University from 
1902 to 1935. Many medical graduates of Glasgow will 
remember with affection and respect the distinguished and 
congenial professor they met in the first year of their studies. 
Those who wish to be associated with the memorial should 
send a contribution, however small, to Miss A. E. Miller, 
Department of Zoology, The University, Glasgow, W.2.” 





Parliament 





Children Bill 

Tus Bill, which was read a second time in the House of 
Lords on March 11, deals with the welfare and protection of 
foster children and adopted children. 

The first part, which covers foster children, consolidates and 
modifies the present law. It lays on local authorities a more 
positive duty to ensure the wellbeing of these children and 
gives it new powers to help it to do so. 

A local authority, for instance, is empowered to prohibit a child 
being received in an unsuitable home; it must arrange that foster 
children within its area are visited; its officers are entitled to inspect 
premises in which foster children are to be kept or are being kept 
and may make requirements about the medical arrangements; and it 
may also remove a child from an unsuitable home. 

The second part of the Bill, which covers adopted children, 
is based on the main recommendations of the Hurst report ! 
and ViscounT Ki_Murr, the Lord Chancellor, in his opening 
speech said that many of the recommendations which did not 
find a place in the Bill would be implemented by means of 
rules and regulations. 

One of the important changes which the Bill makes is to 
provide a further ground on which the court may dispense 
with the consent of a parent to an adoption of a child. The 
proper balance between the best interests of the child and the 
rights of the natural parent was, Lord Kilmuir said, often very 
difficult to obtain. Adoption was not a case in which the 
welfare of the child could be the sole and paramount considera- 
tion: the courts must consider also the reasonable wishes of the 
natural parent. But there were occasional cases in which a 
parent had for long shown no sign of carrying out the ordinary 
responsibilities of a parent and no sign of any intention to do 
so; yet nevertheless refused to consent to an adoption which 
would in every way be in the interests-of the child. The Bill 
provided that a court might dispense with the consent of the 
parent when the parent had persistently failed, without 
reasonable cause, and when that parent seemed likely to 
continue to do so if the adoption order was not made. 

Other provisions of the Bill extend the circumstances in 
which an adopted child is treated as a child of the family for 
the purposes of succession to property and in which a child, 
under safeguards, may be taken abroad for adoption. This last 
provision should enable more coloured children and more 
Catholic children to find adopting families. 

The only important recommendation of the Hurst Com- 
mittee which the Government have not accepted is the recom- 
mendation that in England and Wales an adopted person on 
reaching the age of 21 should have the right to be told the 
names of his natural parents. (In Scotland he is able to do so 
at the age of 17; in England only at the order of a court of 
competent jurisdiction). As this proposed innovation, had 
1. See Lancet, 1954, ii, 710. 
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caused anxiety to some of those with great experience of 
adoption, the Government, Lord Kilmuir said, had decided 
to leave the law as it stood both in England and Wales and in 
Scotland. 


QUESTION TIME 


Shortage of Psychiatrists 
Mr. KENNETH ROBINSON asked the Minister of Health how 
many psychiatrists of each grade, in whole-time equivalents, 
were in post in the mental hospitals of England and Wales.— 
Mr. WALKER-SMITH: The following were the figures in 1956: 





Mental 
deficiency 
departments 





tients in residence .. 
No.of staff in post in whole-time equivalents } 
Consultants | 
$.H.M.O.8 
Senior registrars: 
Registrars . 
J.H.M.O.8 os 
Senior house-officers .. 








“Mr. RoBINSON: Will the Minister initiate discussions with 
the teaching hospitals, the Royal Colleges, and the Institute of 
Psychiatry on the urgent need to train more psychiatrists ?— 
Mr. WALKER-SMITH: The question whether there is a need for 
more training posts in psychiatry and other specialties will 
shortly be discussed with representatives of the profession. 

Mr. RoBINson: Will the Minister agree that the key to this 
serious shortage of psychiatrists lies in the teaching hospitals, 
and that some initiative will have to be made, probably by 
himself and his Department, in order to overcome the highly 
conservative nature of medical curricula in this respect ?— 
Mr. WALKER-SMITH: I would not like to take an unduly 
pessimistic view of this matter. I am glad to say that the 
intake to the senior registrar grade in psychiatry is actually 
larger than to any other specialty, and has recently been further 
increased. There has also been a substantial increase in the 
number of registrars to the extent of 39% between 1953 and 
1956. 

Sale of Amy] Nitrite 

Captain H. B. Kersy asked the Secretary of State for the 
Home Department if he would prohibit the sale, without a 
doctor’s prescription, of vitrella amyl nitrite, a stimulant drug, 
now widely peddled and used by prostitutes, procurers, and 
other members of the organised vice racket in the West End 
of London and elsewhere; and if he would make it a criminal 
offence for afyone, other than a doctor, to administer this 
drug, bearing in mind that it undermines moral resistance and 
is the first step to drug addiction.—Mr. R. A. BUTLER replied: 
Amy] nitrite is controlled as a poison, but the Poisons Board 
has not in the past considered that there was sufficient evidence 
of its abuse to warrant the application to it of the stricter con- 
trols which apply to the more dangerous poisons. I am, how- 
ever, keeping the matter under close review. 


Cost of Pharmaceutical Preparations 
The price index for all manufactured products—other than 
fuel, food, and tobacco—was 41-6% higher for January, 1958, 
than at June 30, 1949. Over the same period the index for 
drugs and pharmaceuticals has risen by 66%. 
General Practice 
The number of principals, assistants, and trainees in general 


practice in England and Wales in 1952 and in 1956 was as 
follows : 





= July 1, 1952 July 1, 1956 
Princi Pp 7459 


6568 
Principals in partnerships om 9745 12,514 
Assistants .. Se ee 1689 1546 
Trainees ée be - wind 309 368 


Total 19,202 20,996 
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Fatal Agranulocytosis due to Novalgin 


AN open verdict was recorded on March 12 at a 
Colchester inquest on a man, aged 57. 

He had had an accident in 1945 and had not worked since; 
he had much pain, for which phenobarbitone and ‘ Novalgin ’, 
a proprietary drug derived from amidopyrine, were pres- 
cribed—first in hospital, and later by his family doctor. Six 
months before death he had had an infection of the mouth, 
which seemed to clear up, then recurred. Novalgin was con- 
tinued, and despite antibiotic treatment he died of broncho- 
pneumonia two days after admission to hospital. A pathologist 
at the hospital said that the patient had agranulocytosis. The 
coroner asked the family doctor whether he suspected that 
novalgin was causing the agranulocytosis, and he replied: 
“He had been on it so long that I don’t think it made any 
difference. I really did not think very much of the novalgin 
drug.” A director of the firm manufacturing novalgin said 
that he knew of only 12 cases of agranulocytosis from the drug 
since 1926, with 2 or 3 fatalities. It was marketed purely 
because there were a small group of people to whom it gave 
relief when other compounds were unable to do so. 

The coroner said: that verdicts of accidental death or 
death from natural causes would be inappropriate, because 
“the start of the cause of death ” was the administration of 
novalgin. 

At a meeting of the Association of Clinical Pathologists 
in 1951,? it was pointed out that amidopyrine was sold 
under very many trade names, and a doctor might not 
always know when he was prescribing it. Dr. George 
Discombe had seen 4 fatal cases and estimated that the 
incidence of agranulocytosis was about 1% in those 
taking amidopyrine. 


, Child’s Death after Nibbling Paint 
A boy, aged 2, was given to nibbling the painted 
window-sills at his home, thoygh his mother “ had taken 
steps to correct him ”’.* He vomited “a large ball of 
paint ’’, but died in hospital of lead poisoning. At an 
inquest, in Norwich, a verdict was recorded of death by 
misadventure. 


Lonely Old People 


Dr. D. W. Browne has said that it is one of the saddest 
of his duties as medical officer of health to move old people 
against their wishes to institutions.‘ Despite need of 
hospital care, which is obvious to others, they often insist 
on remaining at home. The first application for compul- 
sory removal in Argyll was lately made in the case of a 
woman, aged 83, with a probable fracture of the hip.® 
She lay helpless in her croft without heat or food. Since 
her accident the livestock of the croft had been disposed 
of; there was no water in the house. Neighbours did their 
best, but she seemed to be living mainly on cups of tea. 
Yet she refused to go into hospital; and, with the approval 
of her relations, the Sheriff has ordered her compulsory 
removal to the Western Infirmary, Glasgow. 

The married are apt to fare better in hard times when 
they grow old; but tragedies are still possible. A bed- 
ridden man, aged about 80, is thought to have starved to 
death over the course of a fortnight in a Gorbals, Glasgow, 





1. East Anglian Times, March 13, 1958. 
2. See Lancet, 1951, i, 389. 

3. Birmingham Post, March 13. 

4. See Lancet, 1957, i, 1002. 

5. Scotsman, March 12. 











648 OBITUARY 








flat, after his wife died.* Receiving no answer, neighbours 
called the police, who forced the door and found the 
husband, who had been an invalid, dead in bed for lack 
of food and drink, and his wife, who had died from natural 
causes, lying on the floor nearby. It was thought that the 
husband had died about 2 days before, and the wife a 
fortnight earlier. 





Obituary 


RUBY OLIVE STERN 
M.D. Lond. 

Dr. Stern (Mrs. Horton), formerly pathologist to St. 
Andrew’s Hospital, Northampton, died at Northampton 
on March 13 at the age of 56. 

She was born in London and educated at Queen’s College, 
Harley Street, and Charing Cross Hospital. She qualified in 
1925 and took the M.D. Lond. in pathology in 1932. After 
holding the post of demonstrator in pathology at Charing Cross 
she worked for some years with the late Dr. J. G. Greenfield 
on neuropathology at the National Hospital for Nervous 
Diseases, Queen Square, and published papers in Brain on 
infantile muscular atrophy, the histopathology of tabes dorsalis, 
and aspects of neurosyphilis. She was next appointed Sébag 
Montefiore research fellow and morbid anatomist to the 
Hospital for Sick Children, Great Ormond Street, and two 
years later became pathologist to St. Andrew’s (Mental) 
Hospital, Northampton. On her marriage in 1938 she resigned 
her appointment at St. Andrew’s Hospital; during the late war, 
however, she began to work in an honorary capacity in the 
pathological department of Northampton General Hospital, 
and continued to do so until her health began to fail. Her last 
scientific paper was published in the British Fournal of Cancer 
in 1954, on the morbid anatomy of carcinoma of the bronchus. 
At the time of her death she was honorary secretary of the local 
committee of the British Empire Cancer Campaign, and was 
assisting with the records of the radiotherapy cnet of 
Northampton General Hospital. 


A colleague writes: 

Olive Stern had a brilliant and well-cultivated brain, but 
in mid-career she gave up the scientific promise of her early 
years in neuropathology for a happy married life that lasted 
for seventeen years. Her husband, a well-known Northampton 
manufacturer, died three years ago. 


FRANK KELLETT 
M.A., M.B. Cantab. 

Dr. Frank Kellett, director of a pathology laboratory 
in Harley Street, London, and pathologist to the Hospital 
of St. John and St. Elizabeth, died on Feb. 27 at the 
age of 55. 

He was born near Dewsbury, Yorks, and studied medicine 
at Christ’s College, Cambridge, and St. George’s Hospital, 
qualifying in 1927. He started work in Harley Street in 1928 
and was appointed pathologist to the Hospital of St. John and 
St. Elizabeth in 1931. He was a member of Gray’s Inn. He 
leaves a widow and a son. 

H. S. W. writes: 

Frank Kellett was a pathologist of wide experience and 
high technical skill. He was a true enthusiast, willing to take 
endless pains to assist clinicians in solving their diagnostic 
problems. His insistence on rigorous technique and checking 
of results went a long way to establish his reputation for 
reliability. As a friend and colleague, with his characteristic 
sense of responsibility, he was invariably loyal and helpful. 
He possessed a strong sense of humour and a sharp wit which 
he directed against the follies and pomposities of the world. 
Although in ill health for the last few years, he steadfastly 
continued with his work. 








6. Times, March 1. 


Dr. J. G. GREENFIELD 
S. C. D. sends the following tribute to Dr. Greenfield’s 
work for the Association of Clinical Pathologists: 


Greenfield warmly welcomed the suggestion to form an 
association and he attended the meeting in 1927 at which it 
was first publicly discussed and he seconded the motion which 
brought the Association into being. At that meeting he was 
elected to the council of the newly formed Association. From 
1928 to 1933 he was vice-president and chairman of council 
and from 1934 to 1937 president, and he continued to 
serve as a member of council till 1942. He served on the 
editorial board of the Yournal of Clinical Pathology from 1948 
to 1957. 

It was largely owing to his influence throughout these years 
that the association gave increasing attention and effort to 
educational measures designed to produce a race of pathologists 
capable of playing their full part in the development of clinical 
medicine. In November, 1927, he was one of the representa- 
tives who put the views of the Association before the board of 
the faculty of medicine of the University of London in an 
interview which led to the establishment, in 1929, of the 
diploma in clinical pathology by the university. In 1957 
Greenfield was elected an honorary member of the Association, 
and the same year he gave the Foundation lecture in which he 
reviewed the clinical pathology of encephalomyelitis. The 
Association has lost a counsellor whose words were always 
wise, temperate, and at the same time authoritative. 
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MARCH 23 TO 29 


Monday 24th 
MANCHESTER MepicaL SOCIETY 
9p.M. General Practice. (Medical School, University of Mancheste epee 
Mr. Richard Johnson: Neurosurgical Conditions in Gene: 
Practice. 
Tuesday, 25th 
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8 p.M. Medicine. Dr. {: G. S& ip Ellman, Dr. A. G. 
co ue el The Lungs as an De of Systemic Disease. 


INSTITUTE OF LaR AND OTOLOGY, 330, Gray’s Inn W.C.1 

5.30 P.M. Dr. “imeich Priedmann: Roe of tissue Culture Hlectron- 
microscopy in the Si of the 
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Socrety OF APOTHECARIES OF LONDON, Black Friars Lane, E.C.4 
5 P.M. PME. C. Naunton Morgan: Non-malignant Diseases of the 


6.15 P.M. Mr. A. W. Badenoch: Genito-urinary Tuberculosis. 


Friday, 28th 

Roya COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, W.C.2 

4.30 P.M. Sir Stewart Duke-Elder: Emergence of Vision in the Animal 
World. (Lister oration.) 


Roya Society OF MEDICINE 
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Sinice 8 
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6.15 P.M. Mr. Rodney Maingot: Splenectomy. 
MepIcaL RESEARCH COUNCIL 
5 P.M. ational Institute edical Research, Mill N.W.7.) 
m... one alabukhor (Serstor US SR): Seasonal Changes in 
rarer snes Relation to the Environment. 
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Lis as s.. cology, Dalvernty 2 of Ganbeites.) Dr. 
Pee & s Rccceeall Dr. E. Lloyd: Uncommon 
| 2oL in the of two-day meeting.) 
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-s Prof. J. H. Kellgren: Differential Diagnosis of Reiter’s may 





NK) We’ Oo 








Ep errs 


° 


oo 








22 MARCH 1958 


NOTES AND NEWS 649 





Notes and News 





NEW EYE HOSPITAL IN JORDAN 

“ One of the greatest things ever done by the Order of the 
Hospital of St. John of Jerusalem” is the new ophthalmic 
hospital now being built near Jerusalem on the Jordan side. 
This was the phrase used by Sir Stewart Duke-Elder in a 
lecture last Monday on the Past, Present, and Future of the 
Ophthalmic Hospital, Jerusalem. A hospital was established 
in Jerusalem as long ago as 600 A.D. It was rebuilt in 800 by 
Charlemagne, who added a library, but was rased (with the rest 
of Jerusalem) in 1009. The hospital was rebuilt in 1070 and 
used during the Crusades both as a war hospital and for the 
relief of the local inhabitants. The Order was founded to serve 
“our lords the sick”; Saladin offered a free passage to its 
members when he pushed the Crusaders back to Acre, but they 
stayed with the wounded. 

The hospital, like the Order, survived many vicissitudes 
through the centuries. In 1917 it was used as an ammunition 
dump by the Turks and blown up; it was rebuilt in 1918 as 
an ophthalmic hospital, to become, in Sir Stewart’s phrase, a 
“* showplace of the Middle East”. But during the Arab-Israeli 
war of 1948 it was again a stronghold, and at the armistice the 
Israel-Jordan demarcation line ran through the garden of the 
ruined hospital. Lord Webb-Johnson restarted the hospital 
in two houses in the old city of Jerusalem, on the Jordan side— 
houses reached by a road which is also a stairway. It serves 
not only the 500,000 refugees and the 1,500,000 population of 
Jordan, but the whole Middle East; and it is entirely a charity. 

Sir Stewart then turned to the new hospital which the 
Order is now building. The 150,000 patients seen at the 
present hospital in 1957 are but “a drop in the bucket”, 
and the new buildings will comprise a much larger hospital 
and nurses’ home, a postgraduate medical school, and labora- 
tories particularly for research into trachoma, which causes a 
quarter of the world’s blindness. The laboratory has been 
built for two years, and the nurses’ home will be ready in 
a few weeks, when the main building will be started ; occupation 
should be complete in two and a half years. All nations in the 
Middle East have cooperated freely in this great enterprise. 


MENTAL HEALTH RESEARCH FUND 

In the year ended Sept. 30, 1957, the Mental Health 
Research Fund allotted £19,914 to research projects (which 
ranged from social and educational to biochemical and electro- 
cardiographic investigations) and to grants enabling workers 
to attend conferences abroad. The Fund has organised an 
international conference to be held in Oxford in July. Its 
object will be to elucidate and relate to each other the various 
uses of the concept of stress in psychiatry and physiology. 


A NEW PHARMACOPGIA 

A NEW edition has appeared of the St. Thomas’ Hospital 
Pharmacopeia and Vade Mecum, compiled by Dr. J. B. Harman 
and Dr. R. S. Stacey. It lists drugs and preparations in alpha- 
betical order, with entries under the approved names.and cross- 
references under other names. Each entry gives a brief account 
of the actions of the drug, its dose, and the preparations avail- 
able. There are lists-of drugs under such headings as Anti- 
biotics and Hypnotics. At the back are 60 pages of terse 
information on subjects ranging from biochemical normals to 
tables of life expectancy. The pharmacopeeia, which should be 
invaluable to any clinician, may be obtained from the secre- 
tary, St. Thomas’s Hospital, London, S.E.1, for 9s. post free. 


A NEW HEMATOLOGICAL JOURNAL 
Dr. William Dameshek, editor of Blood, lists 19 periodicals 
currently devoted to hematological subjects.._ This number 
includes Haematologica Cracoviensis, a new clinical quarterly.* 
The first two numbers contain articles in Polish with Latin 





. Blood, 1958, 13, 83. 
: The editorial and ayy office is at 111, Klinika Choréb Wewn, 
Krakéw, Kopernika 17, Poland. 


summaries; but Prof. Julian Aleksandrowicz, the editor, states 
that articles in other languages will be accepted. Polish is no 
easy language, and Latin is now a disappearing requirement 
for medical students. We respectfully suggest that a fairly long 
“ summario in interlingua”, which is readily understood, 
would be widely welcomed. We should all like to learn the 
views of our Polish colleagues on current problems. 


MEDICAL FILM 


Selected Immunisation Techniques (16 mm., sound, colour, 
33 min., Great Britain, 1956) is an Air Ministry film, designed 
primarily for R.A.F. medical personnel, dealing with sensi- 
tivity tests and active immunisation. 

The film opens with a diagram of the skin in section, and the 
thickness of the underlying tissues in different parts of the body 
is compared. Sites for immunisation and sensitivity tests are dis- 
cussed and the preparation of the skin, the patient, and the instru- 
ments is shown in detail. The middle third of the film demon- 
strates immunisation techniques including scarification, multiple 
pressure, intradermal, subcutaneous, and intramuscular injections. 
Finally Schick testing is shown, and vaccination by the scratch and 
multiple-pressure methods is demonstrated in detail. Typical 
skin reactions are compared. 

This long film is packed with information. The film falls 
into three almost equal parts, and if these were issued separ- 
ately, each concluding with a summary, they would be valuable 
for undergraduate teaching. The colour photography, animated 
diagrams, and commentary are of a high standard; and the 
slow-motion sequence showing needles entering the skin as a 
result of good and bad injection techniques is excellent. 


Copies are obtainable 6n hire from the Air Ministry, S.T.4, 
Richmond Terrace, London, S.W.1. 





University of Cambridge 

On March 8 the following degrees were conferred: 

7 ao S. Bound, P. J. Crowley, P. E. Hughesdon, K. J. Martin. 

M.B., B.Chir. —D. S. Filer (by proxy). 

M.B.—J. G. Miller, C. S. win. 
University of London 

On Feb. 26 the following degrees were conferred: 

M.D.—Derrick Jackson. 

M.S.—B. H. Hand. 
University of Birmingham 

Prof. E. C. Amoroso will deliver the Ingleby lectures on 
Thursday and Friday, May 1 and 2. Prof. J. S. Mitchell will 
give the William Withering lectures on Tuesday, Wednesday, 
and Thursday, May 13, 14, and 15. All the lectures will be 
given at 4 p.M. in the large anatomy theatre of the medical 
school. 


University of Liverpool 

The North Western Area Cancer Research Fund general 
committee of the Friends of Liverpool Radium Institute are 
to give £50,000 from their funds to the university to finance 
a new unit to investigate endocrine factors in cancer (Liverpool 
Daily Post, March 13). The use of the funds of the Friends 
has béen the subject of legal proceedings and the Attorney 
General of the Duchy of Lancaster has to approve the gift. 


University of Edinburgh 
On July 3 the honorary degree of LL.D. will be conferred on : 
Prof. F. A. E. Crew. 


Institute of Diseases of the Chest, London 

Clinical demonstrations will be arranged by Dr. J. G. 
Scadding at the Institute, Brompton Hospital, S.W.3, at 
5 p.M. on Fridays from April 18 to July 4. There will be open 
lectures at 5 P.M. on Wednesdays from April 23 to July 2. 


North of England Otolaryngological Society 

The prize (50 guineas) of this society has been awarded to 
Dr. A. E. Gregson of Leeds for his essay on acute osteomyelitis 
of the maxilla in infants. Mr. J. H. Otty has been elected 
president and Mr. R. M. Marshall vice-president. 
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Royal College of Surgeons of England 

At a meeting of the council on March 13, with Sir James 
Paterson Ross, the president, in the chair, Prof. Clarence 
Crafoord was admitted to the honorary fellowship. Mr. 
William Gissane was appointed a Sir Arthur Sims Common- 
wealth travelling professor to visit Australia in 1959. 

A diploma of membership was awarded to G. M. Makhlouf. 


Faculty of Anesthetists—Dr. R. P. Harbord has been 
elected member of the board for eight years. 

The monthly college dinners will be held during 1958 on 
Wednesdays, April 16, May 7, June 11, Oct. 8, Nov. 12, 
and Dec. 10. 

The following are eligible to attend with their wives and guests: 
fellows of the college, members of the college, fellows and licentiates 
in dental surgery, fellows and members of the Faculty of Anzs- 
thetists, holders of special diplomas, students of the college, and 
members of associations linked to the college through the joint 
secretariat. Applications for tickets (£1 10s.) should be sent to 
Mr. W. F. Davis, the deputy secretary of the college, Lincoln’s Inn 
Fields, London, W.C.2. 


Society of Apothecaries of London 
At recent examinations the following were successful : 


M.M.S.A.—D. P. C. Chan, R. Ratnara 
L.M.S.S.A.—L. C. T. 7 de St. Gery, 
F. A. Rashid El Lamki, J. G. Miller B.S. Mather, L. Mancbi A. Kil, 
E. M. Allen, P. ; Bishop, B. . |, PH. M Mokena, K.K. ¥ » G. J. 


Evans, J. G. Simpson, Arcasy, G 
nt JER Adin P. 9 VPA G. F.D: 
eith, D 4, 


G. R. Hi ii Sion wii 
apcteinn, 
La F Beltord D M Lewis HRM ‘Mallone’'S. K. Sen. 


Grants for Psychiatric Research 

The Foundations’ Fund For Research in Psychiatry is 
offering block grants ($3000-$12,000 for up to five years) to 
departments of psychiatry in medical schools to stimulate 
research and teaching. Further particulars may be had from 
Dr. Max M. Levin, the executive officer of the fund, 251, 
Edwards Street, New Haven 11, Connecticut. 


Association of Industrial Medical Officers 

A meeting of this association will be held at the London 
School of Hygiene and Tropical Medicine, Keppel Street, 
W.C.1, on Friday, March 28, at 10 A.M. and at St. George’s 
Hospital, S.W.1, on Saturday, March 29, at 10 a.m. The 
speakers will be Mr. J. D. Cameron, Dr. J. C. Graham, 
Dr. P. A. B. Raffle, Mr. Rowden Foote, Squadron-Leader 
Peter Howard, Sir Harold Whittingham, and Mr. H. Elliott 
Blake. 


National Association for the Prevention of 
Tuberculosis 

On Thursday, April 24, at 3.30 P.M. at the Royal Victoria 
Infirmary, Newcastle upon Tyne, this association is to hold a 
symposium on chronic bronchitis. The speakers will be Dr. 
A. G. Ogilvie, Dr. C. M. Fletcher, Mr. Alan Johnstone, Miss 
Lynne Reid, Dr. J. R. May, Dr. P. O. Leggat, Dr. R. C. 
Browne, Dr. D. D. Reid, and Dr. C. W. Bartley. Tickets (10s.) 
may be had from the association, Tavistock House North, 
London, W.C.1. 


The Cambridge House Show 

Cambridge House is midway between Camberwell Green 
and the “ Elephant ’”’, and must seem remote from Trinity 
College, Cambridge. Yet Trinity Court was begun there in 
1889 by Trinity men, and was succeeded by Cambridge 
House, which is one of the oldest of the university settlements. 
The president is Lord Tedder. Its activities include a com- 
munity association, boys’ clubs, an old people’s club, and a 
legal advice centre; it is supported by several Cambridge 
colleges, besides the London County Council, several 


a) 


companies, and private subscription. 

A variety show is to be held, in aid of the funds of the settlement, 
at the Commodore Cinema, Hammersmith, on Sunday, March 23, 
at 7 P.M. Tickets (3s. 6d. to 12s. 6d.) may be had from the cinema, 
or from the secretary, Cambridge House, 131, Camberwell Road, 
London, S.E.5. 


Malaria Therapy 

Requests for material for the infection of patients requiring 
malariatherapy should continue to be addressed to the 
director of the Malaria Reference Laboratory, Horton Hos- 
pital, Epsom, and not to the London or Liverpool schools of 
tropical medicine. 

Society for the Study of Fertility 

On Wednesday, April 9, at 5 P.M., at the London School 

¢ Be == and Tropical Medicine, Keppel Street, W.C.1, 

Gregory Pincus, research director of the Worcester 
a for Experimental Biology, U.S.A., will give the 
Oliver Bird lecture. He will speak on control of fertility with 
oral: medication. 

The Royal Microscopical Society invites photomicrographic 
workers to submit entries to an exhibition which it is to hold at the 
Polytechnic, Regent Street, London, W.1. Further particulars 
may be had from R. Setterington, hon. secretary, Micro 58, Royal 
Microscopical Society, Tavistock House South, Tavistock Square, 
W.C.1. 


The Hospitals’ Symphony Orchestra is to give a concert at B.M.A. 
House, Tavistock Square, London, W.C.1, on Saturday, March 22, 
at 8 P.M. Tickets (7s. 6d., 5s., and 3s.) can be had from Patricia 
O’Hanlon, St. Bartholomew’s Hospital, E.C.1. ~ 


Doctors who wish to watch the Boat Race on April 5 from the 
Bemax premises should make early application to Dept. B.R.I. 
Vitamins Limited, Upper Mall, London, W.6. 


The address of the hon. secretary of the Rubella Children Parents 
Group is now Mrs. Peggy Freeman, Rowland, 63, Horn Lane, 
Woodford Green, Essex. The group was formed in 1955 to help 
parents with the education of children affected antenatally by rubella. 








Appointments 





C. S., M.B. Edin., M.R.C.P.B.: assistant physician in geriatrics, 
Norfolk and Norwich area hospitals. 

CarsLaw, J. S., M.B. Glasg.: assistant M.O.H., Argyllshire 

H » J. M., M.B., B.SC. Wales, D.P.M.: air ethianee Gated 
Whitchurch Hospital, near Car 

———s a M.B. N.U.1., D.C.H. D.P.H.: school M.O. and assistant 

Leann, E. O. a Glasg., D.P.M.: psychiatrist (s.H.M.O.), East Lothian 
Mental Hospital, Haddington 


——- D. §” M.R.C.S.: surgical registrar, County Hospital, Doddington. 
—— » M.B. Lond.: assistant M.O., Buckinghamshire (Aylesbury 
area). 


The Hospital for Sick Children, Great Ormond Street, London: 


Crark, A. C. L., M.D. Melb., ory ysician. 
Prosy, PATIENCE, M.B. Oxon., M.R.C.P.: wse-physiciah 
SRINIVASAN, HARIHARAN, M.B. Madras, F. LY os: a3 


Turner-Warwick, R. , a oe M.CH., B.SC Oxon., rrrre surgical 
outpatient assistant. 
Newcastle Regional Hospital Board: 
Lyon, W. M. M., M.B. Edin., M.R.C.P.E., D.P.M.: consultant chiatrist 
deputy medical superintendent, St. Mary’ s Hospital, Stann- 
ington, near M 
MONICA D., M.B. Manc., D.P.M.: assistant chiatrist 


WBOTHAM, 
(S.H.M.O.) in child guidance, Newcastle group of hosp’ 
Suarp, C. .. assistant ophthalmologist (S.H.M.O. » 
lepools groups of hospitals 
: assistant psychiatrist (s. H.M.O.), Winterton 


eld. 
Watrow 4% p. Durh. .» M.R.C.P.: consultant ay Regional 
Service and United Newcastle upon Li ny 
WooprorD-WILLIAMS, ELUNED, M.D., B.SC * 1g OE D.C.H., 
— I ag consultant physician (geriatrics), Sunderland group 
of hospi 


Colonial Appointments: 


Conway, G. F., M.B. Polish Sch. of Med., Edin.: M.o., Uganda. 

. W., M.R.C.S., D.P.H.: D.D.M.S., Uganda. 
GaLt-GaM SSEROEE Sue L.R.C.P.1., ’D.P.H.: senior M.O., Ministry of 
Greenaway, D. G.G 


» M.R.C.S.: M.O » Uganda. 
cy "M.R.C.S., D.T.M. & H.: M.O., Uj 





GROUND, ganda. 
Lumspgn, W. H. R., M.B., B.SC. Glasg., D.T.M. & H.: director, East African 
organisation, East Africa Commission 
McGrscor, digests R., M.B. Edin., M.R.C.P.B.: specialist physician, Northern 
egion 


McHiven, Geonos, M.3., B.$C. Glasg., D.T.M. & H.: principal M.o., Ministry 
of Health, Ghana. : 
Maceey. © D. H., ne D.P.H., D.T.M.&H.: medical superintendent, 


Maram 8. Mo mas. Glasg., F.R.F.P.S.: o.0. Gpesiel gated, Tangent. 
M.D. Paris: D.D.M.S., Mauritius 
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_ SS... 


Circular booms or “sacks” each consisting of about 25,000 logs, on the Gatineau River, Quebec, 


one of Canada’s riches? sources of pulp wood. ( Photograph by courtesy of the National Film Board of Canada.) 


—but when blood vessels are occluded... 


ANTICOAGULANT THERAPY | 


with 


eV: DD laae 


Heparin-Evans Phenindione-E vans 








PRESENTATIONS. 


PULARIN  (Heparin-Evans)5 ml. rubber capped bottles containing 1,000 i.u., 5,000 iu. 
and 25,000 i.u. per ml; ampoules of 1 ml., 12,500 i.u. per ml. 


DINDEVAN (Phenindione-Evans) Tablets of 10 mg. and 50 mg. 
Further information gladly supplied by the Medical Information Department 


* TRADE MARKE6 


EVANS MEDICAL SUPPLIES LIMITED 
SPEXE, LIVERPOOL 19 ~ (HUNTS CROSS 1881) 
London Office: Ruislip, Middlesex (Ruislip 3333) 





1100 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 








bring relief to cases of 


arthritis and rheumatism 


N CASES OF soft-tissue rheumatism, and arthritic disorders, 
many doctors are tending more and more to regard 

Transvasin as an indispensable adjuvant to treatment. ° 

For Transvasin is composed of the esters of nicotinic, 
salicylic and p-aminobenzoic acids. These esters readily pass 
the skin barrier in therapeutic quantities, and so enable an 
effective concentration of drugs to be built up where they 
are needed. *: 

Transvasin not only induces vasodilation of the skin with 
a superficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant and can be 
safely used on delicate skins. 

It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each 
application, the cost of treatment is extremely low. 


*Therapeutische Umschau 
1952, 8, 143. 












3g 


Tetrahydrofurfuryl salicylate ............ 14% 
nS OEE ETT POPES: 2% 
a IDRIS, 5.0.55 osncicceessceseses 2% 
Ethyl p-aminobenzoate ...........+.++++++: 2% 
Water-miscible cream base ad........... 100% 








Transvasin 1s available in 1 oz. tubes, basic N.H.S. price 2/6 plus P.T., 
and is not advertised to the public. Samples and literature will be 
gladly sent on application. 


LLOYD-HAMOL LTD 
“Thank you, doctor” 11 Waterloo Place, London, S.W.1. Tel. WHItehall 8654/5/6 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 


- 
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Steadier in his hands and brighter in his mind, 
the patient takes on a new lease of life. 

This has been so frequently observed in patients 
suffering from Parkinsonism following treatment 
with ARTANE trihexyphenidyl. This classic 
parasympatholytic has now become a standard 
treatment for controlling the symptoms of 
Parkinsonism. It relaxes spasm, ‘reduces tremor 
and overcomes mental inertia, resulting not 
only in a marked improvement in the 

patient’s physical condition but also in his 


entire mental outlook. 


ARTANE 


* 
TRIHEXYPHENIDYL REGD TRADEMARK 





For the treatment of Parkinsonism 
TABLETS of 2 mg. and 5 mg. Bottles of 100 and 1000 
ELIXIR, 2 mg. per 5 cc. Bottles of 16 fluid ounces 


LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD., London, WC.2 
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for the woman 


who worries too much— 


Atarax offers this woman a safe way back to a balanced, 
well-adjusted life. Without clouding her consciousness 
or impairing her ability to ‘cope’, Atarax restores her 
peace of mind, gives her an interlude when she can see 
her real situation, assess her troubles accurately, and 
apportion her energies accordingly. Above all, Atarax is 
safe. Even when high dosage is needed it can be given 
without the risk of uncomfortable or distressing side 
effect? 


leave her more 











REARAK 


DOSAGE AND ADMINISTRATION. The dosage of 
Atarax may be varied widely, depending on the condition of 
the patient. Atarax should be administered in divided doses 
throughout the day with meals. 

ADULTS. One 25 mg. tablet three or four times daily at 
appropriate intervals. More serious cases under psychiatric 
supervision may require doses of 150 mg. to 300 mg. daily. 
The dosage may be gradually decreased until the minimum 
effective maintenance dosage for the individual is reached. 
CHILDREN. From 3 to 10 years of age, one Or two 10 mg. 
tablets, or teaspoonfuls of Syrup two to four times daily. 
Atarax tablets, 10 mg. and 25 mg., in bottles of 20 and 100. 
Atarax Syrup, each teaspoonful (5 ml.) containing 10 mg. hydro- 
xyzine, in 4 fi. oz. bottles. 


PFIZER PHARMACEUTICALS 


Manufactured at Sandwich and processed at Folkestone, Kent 


063/P 


* Registered Trade Mark 
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GRAND MAL EPILEPSY 


“* ...a state produced by intense, spontaneous neuronal activity which 
has a tendency to spread throughout the grey matter of the brain 
with unbridled augmentation . . . like a prairie fire” 

W. Penfield. 


EPANUTIN* (phenytoin sodium) offers four epileptics out of five 
the opportunity of leading normal lives. The control of seizures 
by this powerful anticonvulsant is achieved with negligible 
hypnotic effects, and is frequently accompanied by improved 
psychological outlook and mental alertness. Some cases of grand 
mal respond better to a combination of Epanutin and 


Phenobarbitone than to either of these drugs given separately. 


EPANUTIN 


anticonvulsant with minimal hypnotic action 


* Trade Mark 


Epanutin Copsules (14 grs. and 4 gr.) 
bottles of 100 and tins of | ,000. 
Epanutin andPhenobarbitone Capsules. 
Each capsule contains | 4 grs. 

Epanutin and } gr. Phenobarbitone 
Bottles of 100 and tins of | ,000. 
Epanutin Suspension. Each 4 m/. (: 
conspoontid contains 100mg. (/% gers.) 


of di thydantoin. 
Seer. 16, and 80 fl.ozs. 





van? 


e 
w 
. 


‘teah PARKE, DAVIS & COMPANY, LTD. (Inc. U.S.A.) HOUNSLOW, MIDDX. Tel: Hounslow 2361 — 
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Treatment of 


DIABETES 


IELLITUS 


without injections 


Rastinon »Hoechst« tablets provide an oral 
treatment for certain diabetic patients. 
EFFECTIVE A number of patients ou small 
regular doses of insulin have been found to be 
suitable for treatment with Rastinon 
*Hoechst¢ tablets. Clinical work throughout 
the world has shown that approximately a 
quarter of all diabetics can be stabilized on 
Rastinon »Hoechst« tablets. A few of the 
more recent references to the literature are 
given opposite. 

SAFE The selection and stabilization of 
diabetic patients should be carried out under 
strict medical supervision. For those patients 
found to be suitable, Rastinon »Hoechst« 
tablets provide a safe form of therapy and 
many have now been on oral treatment for 
two years. No cases of proven dyshaemopoiesis 
or other serious side-effects due to the drug 
have been reported. 

SIMPLE From 2 to 4 tablets a day are nor- 
mally all that is required to replace the insulin 
with its concomitant syringe, needles, swabs, 
and often nursing assistance as well. The nor- 
mal regime of urine examination and dietary 
control remains necessary. 

Packs: bottles of 100 and 500 tablets. 

The basic price to the National Health Service 
as dispensed from a 500 tablet bottle is 2.97d 
per tablet and the total cost to the National 
Health Service, with all allowances, is less than 
4d per tablet. 

Each tablet contains 0.5 G. of N-Butyl-N'- 
toluene-p-sulphonylurea; (Tolbutamide). 


HOECHST PHARMACEUTICALS LIMITED - 


REFERENCES: 
Oral Therapy for Diabetics with Tuberculosis, 
Brit. Med. J., 1958, 1, 220 
Oral Treatment of Diabetes with Tolbutamide, 
Brit. Med. J., 1957, 2, 1345 
Clinical Experience with Tolbutamide, Brit. 
Med. J., 1957, 2, 323 
Tolbutamide in Treatment of Diabetes Mel- 
litus, Brit. Med. J., 1957, 2, 325 
Editorial—Tolbutamide in Diabetes, Brit. 
Med. J., 1957, 2, 343 
Oral Hypoglycaemic Compound, Brit. Med. 
J., 1957, 2, 352 
The Antidiabetic Sulphonamides, J. Endo- 
crinology, 1957, 15, 45 
Clinical Studies of the Hypoglycaemic Action 
of the Sulphonylureas, Lancet, 1957, 1, 753 
Dtsch. med. Wschr., 1957, 82, 1513-1592 





RANTINON 


»HOECHST« 


TABLETS 


(TOLBUTAMIDE) 











SLOUGH 


Distributors in the United Kingdom 


HORLICKS LIMITED - SLOUGH -: BUCKS 


- 
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For the patient who just doesn’t get well 








PROMOTING 
—a return of appetite 
—an increase in weight 


—a sense of well-being 





wih AnabolexX, the protein-anabolizing, 
non-virilizing steroid 


Prvinioes who are run down or who are 
recovering from illness frequently suffer from faulty 
protein metabolism. They are in negative nitrogen 
balance. Protein, in effect, is being broken down and 
lost faster than it is being built up. ; 

Anabolex (andtostanolone) restores the physiological 
balance. Many clinical trials have shown that, following 
the administration of Anabolex, there is an immediate 
return of the body’s capacity to build up protein. The 
patient feels better, eats better and gains weight. 

Here, then, is a physiological “tonic” with a wide 
therapeutic range. The weakness, lassitude, lack of 
energy and interest associated with many pathological 
states may be rapidly overcome by the administration 
of Anabolex. 

Anabolex can be safely given to patients of all ages 
and both sexes; in therapeutic doses, its virilizing 
properties are almost negligible. The only known contra- 
indication is prostatic carcinoma. 





INDICATIONS: 
Middle-aged or elderly people who are debilitated or 
“run down.” ; 

Preparation for and recovery from planned surgery. 
Convalescent patients. Premature infants. The child or 
adolescent who is under weight. Anorexia. Asthenia. 
Malnutrition. Wasting diseases. 

PRESENTATION : In vials of 25 and 100 tablets, each 


tablet containing 25 mg. Androstanolone. Anabolex can be pre- 
scribed on Form E.C. 10. Basic N.H.S. price 20/- and 70/-. 





“ANABOLEX” is a registered trade mark of 
Lloyd-Hamol Ltd., 11 Waterloo Place, London, S.W.1 
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Burgoynes 
TINTARA 
* 


In convalescence Tintara is often useful. i 
This really palatable burgundy contains no ‘ 4 a 


A FLAGON 





added alcohol or sugar, and is a natural 


iA 
product of sun and ironstone soil. aa 


A HALF FLAGON 
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iron-deficient anaemia 


ESPECIALLY IN OLDER PATIENTS 





For 


FORMULA 


Ferri. Sulph. Exsicc. . . . 200 mgm. 
Betain. Hydrochlor, . . ©. 50 mgm. 
a, a 50 mgm. 


A new compound iron tablet designed to 
promote maximum absorption of iron 
in the treatment of hypochromic anaemia, 
especially in patients with hypochlorhydria. 
In addition to providing a suitable form of 
absorbable iron, combined with betain. hydro- 
chloride to assist in promoting iron absorption in 
older patients, Ferclor tablets contain Vitamin C. 


DOSAGE: One tablet three times a day 
after meals 


Professional samples available on request. 


PHILIP HARRIS LTD 


144 Edmund Street, Birmingham, 3. 
Telephone: Central.4211 (5 lines). Telegrams “Science Birmingham’’. 

















SUCCESSFUL TREATMENT OF 


VARICOSE ULCERS 


In a clinical trial (Medical Press, 1951, 226, 483) on 103 cases of 
varicose ulceration, 100 either healed or improved by treatment 
with Viacutan Solution and tight ‘supportive bandaging. More 
recently (Brit. Med. J., 1957, i, 43) 61 cases of gravitational and 
ischaemic ulcers were treated with a new Viacutan Emulsion 
(1% Silver Dinaphthylmethane Disulphonate) applied under tight 
supportive bandaging with the following advantages :— 

There was no pain on application and on pressure bandaging ; 
Dressings were . > only once daily and were removed with- 
out discomfort ; The healing time was shortened. Once the ulcers 
have been dried up as a result 6f applying Viacutan Emulsion, 
dressings of Viacutan Cream, covered by the tight bandaging, may 
be used as an alternative. 





Highly penetrating bactericide which 


* 
(acl al stimulates healing 
“W8" Supplies : Emulsion—100 and 400 c.c. bottles ; Cream—25 gm. tubes 


Detailed literature and samples are available on request 
WARD, BLENKINSOP & COMPANY, LIMITED 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1 
Telephone : HOLborn 5992. Telegrams : Duochem Westcent, London 
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Baby feeding 
from 3 months old 


THE PART PLAYED BY 
HEINZ BABY FOODS 


Heinz Baby Foods are a team. These 24 foods enable 
a mother to provide her baby with a wide variety of 
nourishing foods from an early age. 

Heinz use carefully selected ingredients in their 
Baby Foods. They are cooked by special methods so as 
to retain the maximum of essential nutrients. A mother 
feeding Heinz Baby Foods gives her baby the very best 
fruits, vegetables and meats all the year round. More- 
over, she accustoms her baby to a wide range of tastes 
and flavours, which helps to avoid difficult food fads 


HEINZ” 
Baby Foods 


Further information about Heinz Baby Foods will be gladly 
sent on request. Please write to H. J. Heinz Co. Lid., 
Harlesden, London N.W.10. 
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ze 
Mas cura 
la dieta 
que la lanceta 


A good diet cures more 


than the lancet. 
(Spanish Proverb) 


INCE weall suffer at some time, many 

of us all the time, from such culinary 
curses of the age as harmful food pro- 
cessing—-days-old vegetables—an emascu- 
lated loaf—Supavite is good for everyone. 
But over and above that basic truism 
you will know many categories among 
your patients for whom a food supple- 
ment of the calibre and comprehensive- 
ness of Supavite is more than good—is 
maybe vital. Old people with inadequate 
shopping and cooking facilities, women 
in pregnancy and lactation, men under- 
going heavy physical stress, convalescents, 
patients who have no appetite or must 
diet, ailing children—Supavite is their 
manna in the wilderness. Any clinical or 
sub-clinical state involving (or likely to 
lead to) mild vitamin deficiency is a cry 
for Supavite, which contains not only the 
essential vitamins but also the trace- 
elements necessary both in themselves 
and for proper utilization of the vitamins. 


SUPAVITE 


VITAMIN TRACE-ELEMENT CAPSULES 
S 


FORMULA 
Each ORANGE Capevle contains : Each BLACK Capsule contains : 
Vitamin A - 6,000 LU. a ce oe oe «6S 
Vitamin D 1,000 L.U.s PaO 
Vitamin © . me | eregrmed 
Riboflavine (Bs) .. .. 2 mg. — Sulph. dried eq.) . 
Nicotinamide .. .. .. 15m@. (Perr Sulph. Bzete. og.) 
Viemin 2. ww oe «6S 2CeMins SS iww ww te os WOU 
(1. alpha tocopheryl acetate equiv.) (Cale. Tod. eg.) 


THE ANGIER CHEMICAL OO. Proprietors: BRISTOL-MY ERS CO.LTD.,LONDON,S.E.1 


SS 
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ST. ANDREW’S HOSPITAL hencat oisonvens 
a MENTAL DISORDERS 
NORTHAMPTON 
_ PRESIDENT: THE _EARL SPENC ER 
MEDICAL SUPERINTENDENT: THOMAS ° TENNENT, M.D., F-R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated ‘in 130 acres of park and pleasure grounds. Nohentets patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriologic al, and pathological examinations. Private 
rooms with special nurses, male or female, - the Hospital or in one of the numerous villas in the grounds of the various branches 
can be provided. 

WANTAGE HOUSE. This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and’ Nervous Disorders b 
the most modern methods; insulin treatment is available for suitable cases. It also contains Laboratories for biochemic 
bacteriological, and pathological research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a park 
and farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchai of 
Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility for occupying themselves in 
farming, gardening, and fruit growing. 

BRYN-Y-NEUADD HALL. The seaside home of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at 
Lianfairfechan, amidst the finest scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change or for longer periods. The Hospital has its own private bathing 
house on the seashore. There is trout-fishing in the park. 


For terms and further particulars ‘apply to the Medical Superintendent (TELEPHONE: Northampton 4354, 3 lines), who 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 





A well-appointed House with spacious balconies and éxtensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach . 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


HEIGHAM HALL, NORWICH CHISWICK HOUSE 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 
of treatment carried out. Accommodation for Alcoholics and Addicts PINNER, MIDDLESEX 
available. Special Geriatric Unit now open. Fees from 7 gns. per week Telephone: PINNER 234 


upwards according to requirements. P ——_—__—_ 
A private Nursing Home for patients suffering from all forms of 
Apply t to Dr. J. A. SMALL Telephone: Norwich aneee Nervous and Psychological illness. Forty-four patients of both sexes. A 
—_ eepore- certain number of elderly patients received. All modern forms of treat- 


B OWDE N HW oO U Ss “a ment. Psychotherapy, Electroplexy, Modified Insulin, etc. Two country 


houses in adjoining grounds of 5 and 6 acres each respectively, 12 miles 
HARROW-ON-THE-HILL, MIDDLESEX north-west of London. Frequent trains Baker Street Station to Pinner. 
Established in 1911 Tel.: BYRon 1011 & 4772 


One-quarter of a mile from Pinner Station. 
(Incorporated Association not carried on for profit) Apply to the Medical Director, DOUGLAS MACAULAY, M.D., D.P.M. 
A private clinic for the treatment of the neuroses and nervous pal 
disorders by psychotherapy and all modern physical therapies. 
Apply: MEDICAL DIRECTOR 








SPRINGFIELD HOUSE 


Phone: BEDFORD 3417 * Near BEDFORD 
for MENTAL CASES (including the aged) 


Fees from Ten Guineas per week 


For forms of admission, &c., apply to the Resident Physician 
CEpRIc W. BOWER. ~ 


INTERVIEWS IN LONDON BY APPOINTMENT. 








'WYKE HOUSE HOSPITAL 


ISLEWORTH, MIDDLESEX 


Telephone: EALing 7000 
A private home for the individual treatment of all forms of 
nervous and mental illness, including alcoholism. 
H. PULLAR-STRECKER, M.D. 





G. W. SMITH, 0.B.E., M.B., CH.B. 





THE MEDICAL PROTECTION SOCIETY .umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: 41 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 























Vacancies 
ACADEMIC AND EDUCATIONAL Page | U.S.A. University of uae a Morecambe. Queen Victoria. Jr. 
SECTION 49 Center. Residencies. 59 scm tj oaa: 4 
Newcastle r. Casualty cer 
North Bast Met. FH. B. Deputy St CARDIOLOGY Plymouth, South Devon & East Corn- 
Admin. M.C vt Lae Brompton, S.W.3. H.O. 50 wall. Sr. H.O.’ 56 
7 . = lps Newcastle R.H.B. Cons. 50 | Salisbury Gen. tocuns Sr. H 57 
Pr hanna Sheffield R.H.B. Sr. Sd og Officer 50 
proree East Met. R.H.B. P.-t. Cons.. 50 | CASUALTY ee KY Staffordshire Gen. many sh 
North West Met. R.H.B. P.-t. Cons. 49 | Acton, W.3. Reg. aa 50 H.M.O 58 
Birmingham R.H.B. P.-t. Cons. 50 | Putney, S.W.15. Sr. H.O. . 51 | Windsor. King ‘Edward VII. Reg 59 
Birmingham United Hosps. Reg. .. 52 rn United al ‘Locum Channel a heremesy’ Gen. casualty 
Brighton. Royal Sussex County. Sr. 52 eer. 59 
H.O. . re - a 53 Blackpool Victoria. Sr. H.O.. 52 
Glasgow Royal Infy. Sr. H.O. 54 | Bolton Royal Infy. Sr. H.O.. 52 | CHEST AND a > 
Leeds R.H.B. Reg. 55 | Burton-on-Trent Gen. Locum Jr. Brompton, 8.W.3. H.O 50 
Nottingham Gen. Sr. HO. q 56 .O. . 53 | South-East Met. R.H. B. ” hes. 51 
Welsh R.H.B. Regs. Y .. 58 | Cardiff United Hosps. Sr. H.O 53 | Birmingham Crane roe E. M. e. 52 
West Cumberland H.M.C. Jr. H.M.O. 58 | Hemel mastameet. West Herts. Holt, Norfolk. H.O. 54 
Winchester Group H.M.C. Reg. . 59 Locum Jr. H.M.O 54 | Leeds R.H.B. R 55 
New Zealand. New Plymouth “Hosp. Huddersfield Royal Inty. Jr. a. M. 0. Manchester. Bag ey. “Sr. H.O. 55 
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Academic and Educational 





SOCIETY OF APOTHECARIES OF LONDON 


DIPLOMA IN INDUSTRIAL HEALTH 

The next Examination will begin on MONDAY, 14TH JULY, 1958. 
The following Examination will be held in DECEMBER, 1958. 

For Regulations apply Registrar, Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4. 
THE INSTITUTE OF LARYNGOLOGY AND OTOLOGY 

(UNIVERSITY OF LONDON) 
330/332, Gray’S Inn-road, London, W.C.1 


COURSE ON THE DEAF CHILD for Physicians and Senior Registrars 
29TH, 30TH APRIL and IsT MAY, 1958. 
Syllabus obtainable from the Dean. 


“CHRISTIAN MEDICAL FELLOWSHIP 





WEDNESDAY, 26TH MARCH, 1958, at 8.15 p.m. The Royal 
Empire Society, Northumberland-avenue, W.C.2 (Craven-street 
entrance). 

Chairman: Professor HAROLD W. RODGERS, 0.B.E., F.R.C.8. 

Speaker: Mr. DouGLas MacG. JACKSON, M.A., M.D., F.R.C.8 

Subject: ‘‘Moral Responsibility in Clinical Research.” 

THE UNIVERSITY OF MANCHESTER 





CHAIR OF MEDICINE 

Applications are invited for the whole-time Chair of Medicine 
with duties and title of Director of the Department in the 
University and the Manchester Royal Infirmary. The Professor 
will be responsible for the Medical Professorial Unit in the 
Infirmary and will be given an honorary contract with Consultant 
status by the Board of Governors of the United Manchester 
Hospitals. The duties will begin on a date to be arranged. 

Particulars of the appointment and forms of application can be 
obtained from the Registrar, the University, Manchester, 13, 
to whom they should be returned not later than 3lst May, 1958. 

UNIVERSITY OF ST. ANDRE 





REFRESHER COURSE FOR GENERAL PRACTITIONERS 

A 2 WEEKS’ COURSE will be held in Queen’s College, Dundee, and 
associated hospitals from 23RD JUNE to 4TH JULY, 1958. Teaching 
will be by lecture-demonstrations and clinical rounds, with 
emphasis on recent advances in diagnosis and treatment. Accom- 
modation available in students’ residences at moderate cost. 
Course fee £10 10s. Financial assistance, subject to certain con- 
ditions, from Department of Health for Scotland. Last date for 
enrolment, 30th April, 1958. 

Further particulars and application forms from Postgraduate 

Convener, Department of Pharmacology and Therapeutics, 
Queen’s College, Dundee. 
UNIVERSITY OF LONDON. The Senate invite applica- 
tions for the CHAIR OF PATHOLOGY tenable at St. Thomas’s 
——— Medical School (salary within the range £2500—£3000 
a year). 

Applications (10 copies) must be received not later than 21st 
April, 1958, by the Academic Registrar, University of London, 
Senate House, W.C.1, from whom further particulars may be 
obtained. 

ROYAL FREE HOSPITAL SCHOOL OF MEDICINE 
(UNIVERSITY OF LONDON). Applications are invited for the 
following Scholarships :— 

ANNIE McCALL POSTGRADUATE FELLOWSHIP, tenable 
from 18ST SEPTEMBER, 1958, for 1 year in the first instance. Open 
to women medical graduates for research work in Department 
of Obstetrics and Gynecology (Director: Miss G. HILL, M.aA., 
M.D., F.R.C.S., F.R.C.0.G.) at the Royal Free Hospital. Value £1500 
a year for full-time work, or proportionately for part-time work. 

E. P. PHIPSON POSTGRADUATE SCHOLARSHIP, 
1958-59, of the value of £95. Open to women medical graduates 
for assistance in any kind of postgraduate study, whether medical 
or scientific. 

MABEL WEBB AND A. M. BIRD RESEARCH SCHOLAR- 
SHIP, of the value of £600 for 1 year from IsT OCTOBER, 1958. 
Open to graduates of the School for a minimum of half-time 
research work under a member of teaching staff of either School 
or Hospital. 

A. M. BIRD SCHOLARSHIP IN PATHOLOGY, of the value 
of £600 for 1 year from 1ST OCTOBER, 1958. Open to graduates of 
the School wishing to work full-time to obtain experience in all 
branches of Pathology. 

Further particulars of all these Scholarships obtainable from the 
Secretary at the School, 8, Hunter-street, London, W.C.1. Closing 
date for applications Ist May, 1958. 

GUY’S HOSPITAL DENTAL SCHOOL. Applications are 
invited for the appointment of DENTAL RESEARCH FELLOW 
in the Department of Dental Medicine, to commence duties on 
Ist October, 1958. Candidates should have had some experience 
of research in a relevant branch of science. Initial salary in a 
scale £900-£1150, with increments of £100 p.a., according to 
experience and qualifications, plus family allowance and super- 
annuation. The appointment is for 3 years in the first instance 
and the holder is eligible for reappointment for a limited period. 

Forms of application may be obtained from the Dean, The 
Dental School, Guy’s Hospital, London, 8.E.1, to whom applica- 
tions with the names and addresses of 2 referees should be sent 
not later than Saturday, 19th April, 1958. 

UNIVERSITY OF BRISTOL. Applications are invited 
for the post of DEMONSTRATOR or JUNIOR iFELLOW IN 
PHYSIOLOGY (Chemical Physiology). Initial salary £900-—£50 

£1100 p.a. (Demonstrator —medically qualified) or £700-—£50- 
£850 p.a. (Junior Fellow) according to qualifications and experi- 
ence, together with superannuation under F.S.S.U. and children’s 
allowances. 

Applications, with the names of 3 referees, should be forwarded 
so as to reach the undersigned, from whom further particulars 
may be obtained, not later than 8th April, 1958. 

H. C. BUTTERFIELD, Registrar and Secretary. 








UNIVERSITY OF BRISTOL. Applications are invited 
for the appointment of LECTURER IN PHYSIOLOGY (Grade 
Il). Applicants should preferably have a medical qualification. 
Salary scale : £1200-£100-£1600 (Bar )-£100—£1950 for medically 
qualified. Otherwise : £900-£50-£1300 (Bar)—£1350-£75-£1650 
according to qualifications and experience. The appointment is 
subject to °.8.8.U. and a family allowance scheme. 

Applications (6 copies), with the names of 3 referees, should 
be forwarded to the undersigned, from whom further particulars 
may be obtained, not later than 8th April, 1958. 

H. C. BUTTERFIELD, Registrar and Secretary. 
UNIVERSITY OF BRISTOL. Applications are invited 
from medically qualified candidates for 2 posts of DEMONSTRA- 
TOR IN ANATOMY. Salary on the scale £900-—£50-£1100 p.a. 

Applications, giving full names, age, qualifications, details of 
education and experience together with the names of not more 
than 2 referees, should reach the undersigned, from whom further 
particulars may be obtained, not later than 3lst March, 1958. 

H. C. BUTTERFIELD, Registrar and Secretary. 


UNIVERSITY OF LEEDS. UNITED LEEDS HOSPITALS. 
Applications are invited for the post of SENIOR REGISTRAR 
AND TUTOR IN PSYCHIATRY. The successful candidate 
will be a member of the University Department of Psychiatry 
and the duties will include work at the General Infirmary at 
Leeds with which the University Department is associated and 
such other duties as may be assigned to him by the Head of the 
University Department. 

Applications (3 copies), stating date of birth, qualifications 
and details of present and previous appointments with dates, 
and experience of teaching, together with the names of 3 referees, 
should reach the Registrar, The University, Leeds, 2 (from whom 
further particulars may be obtained), not later than 14th April, 
1958 
UNIVERSITY OF CAPE TOWN. PROVINCIAL ADMIN- 
ISTRATION OF THE CAPE OF GOOD HOPE. JOINT MEDICAL STAFF. 
Apptoctions are invited for the post of LECTURER IN 
PHARMACOLOGY. Candidates should have either a medical 
degree or a d in pharmacology or pharmacy. The appoint- 
ment will be made under the terms of the Joint Staff Agreement 
between the University of Cape Town and the Provincial Admin- 
istration of the Cape of Good Hope. The os for the post is 
£1380 p.a. (grade C) plus a temporary cost-of-living allowance 
of £234 p.a. for a married man. 

Applications (with copies of testimonials) should state age, 
qualifications, experience, publications, and research interests, 
and give the names of 2 referees whom the University may 
consult. 2 copies of the application and testimonials should 
reach the Secretary, Association of Universities of the British 
Commonwealth, 36, Gordon-square, London, W.C.1 (from whom 
memoranda giving the information concern the Department 
should be obtained) not later than 30th April, 1958. An addi- 
tional copy should be sent direct by airmail to the Registrar, 
University of Cape Town, Private Bag, Rondebosch, Cape Town, 
South Africa, by the same date. 

The University reserves the right to appoint a person other 
than one of the applicants or to make no appointment. 


Hospital Services: Senior Appointments 


CHARING CROSS GROUP. WEMBLEY HOSPITAL. 
(135 Beds.) PATHOLOGIST required for Locum duties from 
Ist April, Consultant, Senior Registrar or Registrar status, 4—5 
sessions weekly. 
Apply immediately to the Hospital Secretary. 
FRANK Hart, Secretary to the Board. 

NORTH MIDDLESEX HOSPITAL, London, N.18. Locum 
RADIOLOGIST required for Diagnostic Department, on 
sessional basis, for period 5th-30th August. Pay according to 














grade. 

Applications to Hospital Secretary. Peyin 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) CONSULTANT SURGEON, 3 half-days a 
Hospital, Gunnersbury-lane, Acton, W.3 (84 Beds). 

Applications before 21st April, 1958. 

(2) CONSULTANT HOMCEOPATHIC PHYSICIAN, 2 half- 
days a week, Royal London Homeopathic Hospital, Great 
Ormond-street, W.C.1 (183 Beds). Post vacant Ist August, 1958. 

Applications before 25th April, 1958. 

(3) CONSULTANT ANASSTHETIST, 2 half-days a week, 
Friday and Saturday mornings, Willesden General Hospital, 
Harlesden-road, N.W.10 (127 Beds). 

Applications before 28th April, 1958. 

Hospitals ~y f be visited by direct appointment. 

Application forms ebtainable from and returnable to the 

Secretary, North West Metropolitan Regional Hospital Board, 
11a, Portland-place, W.1. 
ROYAL MARSDEN HOSPITAL,-London, 8.W.3. Applica- 
tions are invited for the post of CONSULTANT RADIO- 
THERAPIST (full-time or maximum part-time) in the Depart- 
ment of Radiotherapy at the Royal Marsden Hospital and 
Institute of Cancer Research, Royal Cancer Hospital. Higher 
qualification (F.R.C.S., M.R.C.P., F.F.R.) expected. Special 
interest in urology and radioactive isotope therapy desirable but 
not essential. 

Applications (12 copies), quoting age, education, experience, 
and giving names of 3 referees, to reach the House Governor, 
— Marsden Hospital, Fulham-road, London, 8.W.3, by 
12th April, 1958. wa 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applications 
are invited for the post of Part-time CONSULTANT SURGEON 
in the Department of Neurological Surgery. The appointment is 
for 6 sessions a week and is tenable from Ist October, 1958. 

Applicants must be in possession of the F.R.C.S. (England) and 
should submit 12 copies of their applications, together with the 
names of 3 referees, to the undersigned within the next 28 days. 

Cc. C. Carus-Wison, Clerk to the Governors. 
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8ST. THOMAS’S HOSPITAL, London, 8.E.1. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. OBSTETRICIAN 
AND GYNAZCOLOGIST (joint appointments). 6 sessions per 
week, of which 3 will be at Lambeth Hospital. Consultant status 
and membership of the Hospitals’ Medical Committees. 

Applications (12 copies), including names and addresses of 3 
referees, to the Clerk of the Governors, St. Thomas’s Hospital, 
by 28th March, 1958. : ET PT. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. The Board invite applic - or for the whole-time 
appointment of DEPUTY SENIO ADMINISTRATIVE 
MEDICAL OFFICER. Salary pasty £1995-£105 (5)-£2520 
(inclusive) p.a. The duties attaching to the appointment are to 
act as the Deputy to the Senior Administrative Medical Officer 
who is adviser to the Board on the planning, organisation, and 
staffing of the hospital and specialist services of the Region, 
and to carry out such administrative and executive duties as may 
be appropriate. Experience of hospital administration is essential. 
The post is subject to the National Health Service (superannua- 
tion) regulations, 1955. Further particulars may be obtained 
from the Secretary of the Board. 

Applications, stating date of birth, full details of qualifications 
and experience, present appointment and salary, together with 
names and addresses of 3 referees, should reach C. E. NICOL, 
Secretary, North East Metropolitan Regional Hospital Board, 
114, Portland-place, London, W.1, by Saturday, 5th April. 


NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

Part-time CONSU LTANT ANASTHETIST to Mildmay 
Mission Hospital, E.2, for 3 sessions a week. Applicants must be 
in sympathy with ie Christian evangelical aims Pot the Hospital. 

Part-time CONSULTANT ANAESTHETIST to eed Hos- 
pital, E.14, for 1 session a week (Tuesday morning 

Full-time CONSULTANT PSYCHIATRIST = ‘Goodmayes 
Hospital, Essex. Higher qualifications essential. Duties include 
outpatient clinic at St. Mary’s Hospital, Plaistow, E.13. Interest 
in and experience of social psychiatry. House on Hospital estate. 

Applications (6 ir geneed stating post(s) concerned, and names 
of 3 referees, should reach the Secretary, 11a, Portland-place, 
London. W.1, by Saturday, 19th April, 1958. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. 

Part-time CONSULTANT SURGEON (8 notional half- iors 
weekly). Duties at present Hallam Hospital (64 notional half- 
days) and West Bromwich and District Hospital (1} notional half- 
days). Higher quailific pen and wide crperience specialty essential. 

Part-time CONSULTANT ANAESTHETIST (9 notional half- 
days weekly), Wolverhampton Group. Duties at Royal Hospital 
(7 notional half-days), New Cross Hospital (1 notional half-day), 
Wolverhampton Eye Infirmary (1 notional half-day). Higher 
qualification and experience thoracic anesthesia essential. 

Applications (15 copies), stating age, nationality, qualifications, 
present and previous appointments, and detai ils of 3 referees, to 
Secretary, 10, Augustus-road, Birmingham, 15, “by 21st April. 
BRISTOL. UNITED BRISTOL HOSPITALS. Applica- 
tions are invited for the whole-time appointment of CONSUL- 
TANT PATHOLOGIST. The terms and conditions of service 
negotiated between the Ministry and the Profession a apply. The 
candidate appointed will be expected to have h special 
experience in hematology. 

Applications, stating age, qualifications and experience, 
together with the names of 3 referees, should be sent to the 
Secretary to the Board, Bristol Royal Infirmary, Bristol, 2 (from 
whom further particulars can be obtained), by 21st April, 1958. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Consuit- 
ANT PASDIATRICIAN, whole-time or maximum part-time, for 
Hartlepools, Tees-side and Sedgefield Groups of hospitals—main 
hospital General, West Hartlepool (470 Beds); Stockton 
Children’s Hospital, Stockton-on-Tees (86 Beds.) Population 
served by area approximately 548,000. Tolivein Hartlepools area. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle upon Tyne, 6, within 28 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Consuit- 
ANT NEUROSURGEON, whole-time or maximum part-time, 
for Sunderland Group of hospitals and Regional Neurosurgical 
Unit, Newcastle General Hospital (848 Beds). Main hospital 
Sunderland General (470 Beds). Will be required to undertake 
duties at mental hospitals. Population served approximately 
358,000. To live in Sunderland area. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Newcastle Regional Hospital 
Board, Benfield-road, Newcastle upon Tyne, 6, within 28 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Consuit- 
ANT PSYCHIATRIST in Child Guidance, St. Luke’s Hospital, 
Middlesbrough (567 Beds). The Child Guidance Unit of 
this Hospital consists of an inpatient unit of 16 Beds and an 
active Outpatient Department. Additional outpatient clinics 
will be arranged in association with the North Riding local 
authority. The appointment is whole-time; up to 2 sessions per 
week may be spent at the Unit of Child Psychiatry, Newcastle, a 
teaching and research unit associated with the University Depart- 
ment of Psychological Medicine. Opportunities will be given for 
devoting some time to adult psychiatry. Appointee to reside in 
close proximity to the Hospital. Further particulars from 
Regional Psychiatrist. 

Applications, with names and addresses of 3 referees, 
Regional Psychiatrist, Regional Hospital Board, Benfield- We 
Newcastle upon Tyne, 6. within 28 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Consuit- 
ANT CARDIOLOGIST, whole-time or maximum part-time, for 
Regional Cardiovascular Unit at Newcastle General Hospital 
(51-Bed cardiovascular unit), also at Regional Thoracic Surgery 
Centre, pay Bridge General Hospital (110 thoracic beds). 
Regional population approximately 3,000,000. To live in New- 
castle area. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle apon Tyne, within 28 days. 
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NEWCASTLE REGIONAL HOSPITAL BOARD. Senior 
CASUALTY Ung ben whole-time, for ee ae Group of 
hospitals—main h cept itais I Ingham Infirmary (165 Beds), General 
Hospital (549 Beds Duties, subject to Teamevieten of Senior 
General Surgeon, to organise and handle the casualty work 
throughout the Group, the main centre being Ingham Infirmary. 
Duration of post not exceeding 4 years. Salary within range 
£1653 15s.-£2126 5s., or £1548 15s.-£2126 5s., according to age. 
Appointee to reside in close Dn i to Ingham 4 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle upon Tyne, 6, within 28 days. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT RADIOLOGIST for Leicester Royal iptemes 
and Leicester General Hospital. The successful candidate w: 
work under the direction of the Consultant Radiologist in = 
and will be required to reside within 10 miles of Leicester Royal 
Infirmary. Candidates should possess a diploma in Radiology. 
Salary seale £1653 15s.-£52 18. ~£2126 5s. Re 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
Taree eene, Sheffield. Forms to be returned by 14th ‘April, 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR CASUALTY OFFICER required at the Mans- 
field and District General Hospital Married accommodation 
available at Victoria Hospital, Mansfield. Salary scale £1653 15s.— 
“~ 10s.—£2126 5s. p.a. Tenure for a period not exceeding 4 years. 

a a forms and further details from Senior Administra- 

tive Medical Officer, Sheffield Regional Hospital Board, Old 
ae -road, Sheffield. Forms to be returned by 14th April, 














sHaFFIECO REGIONAL HOSPITAL BOARD 
time or Maximum Part-time CONSULTANT RADIOLOGIST 
required. Duties mainly in hospital in the Mansfield area. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hos —— Board, Old Ful- 
wood-road, Sheffield. Forms to be returned by 21st April, 1958. 
SOUTH-WESTERN REGIONAL gpg ae | bay 
DIGBY-WONFORD HOSPITAL. Applications are invited foe the 
appointment of a Whole-time CONSULTANT PSYCHIA RIST 
in the Exeter Clinical Area. ADI licants must possess a “hee 

ualification. The successful candidate will oe ny 
uties at general hospitals; he will also have clini 
beds as arranged with the Medical Ana By ay = by 
Wonford Hospital, Exeter. The work will be largely ofinionl 
nature but the successful candidate may be required to assist 
the Medical Superintendent with administrative matters from 
time to time. 

Applications (12 mee stating date of birth, qualifications 
and experience together with the names and addresses of 2 
referees, should be sent to the Secretary * the Regional Hospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 12th 
April, 1958. : g 
NEW ZEALAND. NEW PLYMOUTH HOSPITAL. Appii- 
eations are invited from sy qualified registered medical 
ractitioners of either Junior Specialist or Senior Registrar status 
— a position as Whole-time ANASSTHETIST at the New 
Plymouth Hospital, New Zealand. Transport expenses to New 
Zealand paid and an unfurnished house made available if required. 
Further doy ~y may be obtained from the Office of the High 
wae ssioner for New Zealand, 415, The Strand, London, 


WY Applications should be sent by airmail direct to the Secretary, 
— Board, New a ret th, New Zealand, so as 
to ro on ater than 30th April, 1958. 


Hospital Services: Junior ee 


ACTON HOSPITAL, Gunnersbury-lane, Senior 
HOUSE OFFICER (resident) required from Ist ‘April, 1958, for 
inpatient duties; mixed specialties. 

Applications to Hospital Secretary within 7 days. 
ACTON HOSPITAL, Gunnersbury-lane, W.3. Casuaity 
OFFICER REGISTRAR (resident), whole-time. 

Application forms obtainable from and returnable to Group 
Secretary, Central Middlesex Hospital, Park Royal, N.W.10, by 
3ist March, 1958. Be ee 
BRITISH HOSPITAL FOR MOTHERS AND BABIES, 
Samuel-street, Woolwich, S.E.18. SENIOR HOUSE OFFICER 
(obstetrics) vacant 18th April. Recognised for D.Obst.R.C.0.G. 


and M.R.C.O.G. 
Apply to Group Secretary, Memorial Hospital, Woolwich, 























5. 


SROMPTON on W.3. Applications invited for 


the aregte — | oe 
NON-RESIDENT HOUSE PHYSICIAN for which there are 
2 vacancies for 6 months from Ist June, 19 
NON-RESIDENT HOUSE PHYSICIAN ie the Cardiac 
Department for 6 months from Ist June, 1 
In each case duties include work -, Outpatient Department 
and wards. Salary at the rate of £577 1 2S 
Applications, stating , qualifications with dates, nationality 
and appointments held, ogether with copies of testimonials, by 
5th April, 1958, to KENNETH A. F. MILES, House Governor. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, London, 
N.W.10. SENIOR HOUSE ny Ff areata peguired in the Pathology 
ment. R ised for Diploma in eo Post vacant 
ath Apr ril, 1958. Hospital ma visited by arrangement. 
pplic ations, a names of 3 referees, to the Medical Director 


by “ith ert 
CEN OD SPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General Surgical 
Department. Pre- or post-registration appointment for 6 months 


from Ist May 
Ap Hieations, with 2 testimonials, to Medical Director by 
9th March. 
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CENTRAL MIDDLESEX HOSPITAL, Park Royal, London, 
N.W.10. REGISTRAR required in X-Ray Department. Whole- 
time, non-resident morgen for 1 year in first instance under 
supervision of consultant, will include teaching and some work in 
mass X-ray within the hospital. Salary £935 p.a. in first year, 
£1061 10s. p.a. in the second year, subject to terms and conditions 
of service of hospital medical and dental staff. 

Application forms from and returnable to Secretary, Central 
Middlesex Group Hospital Management Committee, by 31st 
March, 1958. Je 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General Medical 
Department. Post-registration appointment for 6 months from 


- May 
Applications, with 2 testimonials, to Medical Director by 
29th 


CHARING CROSS GROUP. WEMBLEY HOSPITAL. 
(135 Beds.) SURGICAL REGISTRAR (resident) required Ist 
May, 1958. Fellowship desirable, F.R.C.S. recognised. 

Apply iramediately to Hospital Secretary. 

Frank Hart, to the Board. 
COPPETTS WOOD HOSPITAL, Muswell Hiii, N.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR in Infectious Diseases required at above Hospital. 
A good knowledge of general medicine is required but experience 
in infectious diseases is not essential. Resident. Hospital may be 
visited by direct appointment. 

Application forms obtainable from and returnable to Secretary, 
Northern Group Hospital ye mer Committee, Royal 
Northern Hospital, N.7, by 15th April, 1958 
cm to Sug Bt GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1 (ROYAL FREE HOSPITAL GROUP). Applica- 
tions are inv ite d from registered Women medical practitioners for 
the post of RESIDENT PATHOLOGIST. Salary in accordance 
with Ministry of Health scale for Senior House Officers. The 
appointment is for 6 months in the first instance. Duties to com- 
mence Ist April, 1958. 

Applications, with copies of 3 recent testimonials, should be 

sent to The Secretary, Elizabeth Garrett Anderson Hospital, as 
soon as possible, 
FOUNTAIN HOSPITAL FOR MENTALLY DEFECTIVE 
CHILDREN. SENIOR REGISTRAR required for a 3-year appoint- 
ment for clinical research at the above Hospital. Candidates 
should have an interest in pediatrics or neuropsychiatry and 
some experience of research methods. 

Applicants may visit the Fountain Hospital or obtain further 
information and application forms from the Group Secretary, 
Fountain Hospital, ooting-grove, London, S.W.17. 

HACKNEY HOSPITAL, London, E.9. (Generai—853 Beds.) 
Applications are invited for the 6-month resident appointment, 
vacant 17th April, of REGISTERED HOUSE SU RGEON 
(obstetrics and gynecology ), recognised for M.R.C.0O.( 

Applications to Secretary, above address, by 31st March, 
quoting HH/HSO. 
KING EDWARD MEMORIAL HOSPITAL, Ealing. 
HOUSE OFFICER to General Surgeon with some ©. N. T. duties, 
Vacant 7th April. Preference given to persons seeking pre- 
registration post. 

Applications, stating age, nationality, pesientinee with dates, 

and experience, together with copies of 2 recent testimonials, to 
Group Secretary, South West Middlesex Hospital Management 
Committee, West Middlesex Hospital, Isleworth, by 31st March, 
1958. 
LAMBETH HOSPITAL, Brook-drive, 8.E.11. Applica- 
tions are invited from pre-registration and registered medical 
practitioners for the appointment of RESIDENT HOUSE 
SURGEON in the Obstetric and Gynecological Unit. Appoint- 
ment for 6 months from Ist May, 1958. It would be a conveni- 
ence if the successful candidate could carry out a fortnight’s 
Locum duty starting 17th April, 1958. Recognised for 
M.R.C.O.G. and D.Obst.R.C.0.G. 

Application forms from the Secretary ; self- addressed envelope 

should be enclosed. 
LONDON HOSPITAL, Le ay ye E.1. Applications are 
invited for the post of REGISTRAR in General Medicine. The 
post becomes vacant on Ist June, 1958. A higher qualification, 
although desirable, is not essential. . 

Applications a2 copies), giving the names and addresses of 

3 referees, should be received ons e undersigned by 31st March, 

. BRIERLEY, House Governor. 
NATIONAL HOSPITALS Fi fon” NERVOUS DISEASES. 
Appointment of Full-time REGISTRAR (Registrar grading) 
to the Department of Psychological Medicine at the Maida Vale 
Hospital for Nervous Diseases, London, W.9. Applicants should 
possess experience in psychological medicine, and a higher 
qualification in general medicine would be an advantage. The 
post offers neurological and psychiatric training facilities. 

Applications, giving the names of 2 referees, to be sent to the 
Secretary at the Maida Vale Hospital, W.9, not later than 
12th April, 1958. 

NELSON HOSPITAL, Kingston-road, ~ Merton, 8.W.20. 
(123 Beds.) HOUSE SURGEON (resident). Approved for pre- 
registration service. Post vacant Ist May. 

Applications, stating age, qualifications, &c., and the names 
and addresses of 2 referees, to the Secretary at above address. 




















NORTH MIDDLESEX HOSP!i ITAL, London, N.18. Obstet- 
RIC AND GYNAZCOLOGICAL HOUSE SURGEONS, resident, 
required for Ist May :— 

(a) Post-registration. 

(b) Pre-registration Ks post). 

Posts recognised by R.C.O. Re for Diploma, and as combined 
posts for Membership. Candidates must have held house appoint- 
ments in either medicine or surgery. Large obstetric and gyne- 
cological department. 

Applications (in own handwriting), stating age, nationality, 

ualifications, experience, with copies of recent testimonials, to 
ospital Secretary, by 26th March. 








NORTH MIDDLESEX HOSPITAL, London, N.18. House 
PHYSICIAN, post-registration, resident, required for Ist May. 
General medicine. 

ae ag (in own handwriting), stating age, nationality, 

ua! tions, experience, with copies of recent testimonials, to 

ospital Secretary, by 26th March. 
PUTNEY HOSPITAL, Lower Common, 8.W.15. Casualty 
OFFICER AND E.N.T. HOUSE SURGEON. Vacant 11th May, 
oe a Non- resident. Senior House Officer grade. Recognised 
poe Hospital Secretary, enclosing copies of 3 recent testi- 
monials, not later than 2nd ‘April, 1958. 
QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 

QUEEN CHARLOTTE’S MATERNITY HOSPITAL. JUNIOR 
OBSTETRIC OFFICER (Senior oe Officer), resident post 
tenable for 6 months from Ist July, 1 x 

Applications to the House gee ES by 5th we on forms 
obtainable from 339, Goldhawk-road, London, 

QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
CHELSEA HOSPITAL FOR WOMEN. HOUSE SURGEON (Senior 
— Officer) resident, post tenable for 1 year from Ist August, 

Applications to the House Governor by 5th April on forms 

obtainable from 339, Goldhawk-road, London, W.6: 
ROYAL FREE HOSPITAL. Applications are invited from 
registered medical practitioners for the post of RESIDENT 
PATHOLOGIST (Senior House Officer). The post is for 1 year 
from ist April, 1958. Salary and conditions of service as laid 
down by the Ministry of Health. 

Application forms may be obtained from the Secretary, Royal 
Free Hospital, Gray’s Inn-road, London, be to whom they 
should be returned not later than 29th March, 1958 
ROYAL NORTHERN HOSPITAL Hollowa 
Applications are invited for the aay of RESIDENT © Menton 
HOUSE OFFICER (pathology) for Group Laboratory, vacant 
immediately. The cupeniness will afford ample opportunity 
for study for a higher degree in medicine or surgery 
aon to be sent to the Hospital Secretary by Ist April, 
SOUTH Lag + METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Appucetions are invited for a whole-time appoint- 
ment as RESIDENT SURGICAL OFFICER to fill a vacancy in 
the approved establishment at the Lewisham Group of hos- 
pitals. The salary will be £1061 10s. p.a. (second year Registrar 
rate) and the appointment will be in accordance with the terms 
and conditions of service of hospital medical and dental staff 
(England and Wales) and will be for 1 year in the first instance, 
renewable for a further year. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 5th April, 1958. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
REGISTRAR in Chest Diseases to fill a vacancy in the approved 
trainee establishment at the Lewisham Group of hospitals. The 
Registrar will work part-time at Grove Park Hospital, Marvels- 
lane, lee, S.E.12, where there is a Thoracic Surgery Unit, and 
part-time at a Chest Clinic or Mass Miniature X-ray Unit, the 
latter duties being interchanged at intervals. Candidates must 
have had good experience in general medicine and in the diagnosis 
and treatment of pulmonary tuberculosis in adults. The appoint- 
ment will be in accordance with the “terms and conditions of 
service of hospital medical and dental staff (England and Wales) 
and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
——— South East Metropolitan Regional Hospital Board, 

. Portland-place, London, W.1, not later than 5th April, 1958. 
a ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited for the appointment of RESIDENT HOUSE SUR- 
GEON (third post) to above Hospital for a period of 6 months 
from 16th May, 1958. 

oe form from Secretary, Tottenham Group Hospital 

agement ~ ramen The Green, N.15, to be returned by 
oth “April, 1958 
ST. GEORGE'S HOSPITAL, 8.W.1. Applications are 
invited for the post of REGISTRAR to the Department of 
Psychiatry. The inpatient work of the Department is at the 
Atkinson Morley’s Hospital, and the ——- work at St. 
George’s Hospital. The appointment is for 1 yee in the 
first instance, and the successful candidate will be required 
te take up duty on, or as soon as possible after, 14th April, 
1958. 
Applications, stating age, education, qualifications, experi- 
ence and the names and addresses of 2 ry gag should reach 
the undersigned not later than 5th April, 1958 

P. H. CONSTABLE, House Governor. 

ST. LEONARD'S HOSPITAL, Nuttali-street, Londo N.1. 
Applications are invited from registered or provisionally regis- 
tered medical practitioners for the post of HOUSE PHYSICIAN 
for 6 months. 

Applications, with 2 recent testimonials, to the Hospital 
Secretary by 28th March, 1958. F 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS. RESIDENT SURGICAL OFFICER (Senior peaioirer 
grade) required for St. Paul’s Hospital on Ist June, he = 
cations invited from Male candidates on the British 
who have completed their training in general surgery. Penn vend 
ment for 6 months, with opportunity for a further 6 months if 
recommended. Candidate should be prepared to spend 1 year at 
the Hospital if required. 

plications (12 copies), and the names of 3 referees, should 
‘om the House wae St. Peter’s Hospital, Henrietta-street, 
W.C.2, by 5th April, 1958 
51 
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ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
(576 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER (pediatrics, geriatrics and general wards). 

Applications, stating age, qualifications, experience, together 
with the names of 2 referees, to Hospital Secretary immediate'y. 
ST. MATTHEW'S HOSPITAL, Shepherdess-walk, N.1. 
Applications are invited from registered medical practitioners for 
the post of SENIOR HOUSE OFFIC 

Apply to the Hospital Secretary, stating experience, and with 
copies of 2 recent testimonials, by 29th March, 1958. _ 4 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy for a HOUSE 
PHYSICIAN (Senior House Officer) on 15th June, 1958. 

Further particulars and form of application, which must be 
returned not later than 8th April, 1958, may be obtained from 
the undersigned. 

. F. RUTHERFORD, House Governor and Secretary. 





THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1, and THE ROYAL FREE HOSPITAL, Gray’s 
Inn-road, London, wrk ‘1. There will be a vacancy in June, 1958, 
for a SENIOR REGISTRAR in Radiology. The post is held 
jointly between the 2 Hospitals. the successful candidates being 
required to attend at The Hospital for Sick Children for 6 and at 
the Royal Free Hospital for 5 sessions per week. 

Further particulars and forms of application, which must be 

returned not later than 8th April, 1958, may be obtained from the 
House Governor at the Hospital for Sick Children. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 8th June, 1958, 
fora RESIDENT DENTAL HOUSE SURGEON (Senior House 
Officer). The post is recognised for the Fellowship in Dental 
Surgery, Royal College of Surgeons. Experience is given in 
both oral surgery and orthodontics. 

Further particulars and form of application, which must be 
returned not later than 8th April, 1958, are obtainable from the 
eee a 

F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy in May, 1958, 
for a RESIDENT OFFICER to the Neurological and Neuro- 
surgical Departments (Senior House Officer grade). 

Further particulars and form of ee which must be 
returned not 5 i 14th April, 1958, may be obtained from :— 

H. F. RUTHERFORD, House Governor and Secretary. 
AuEaverwiTi CARDIGANSHIRE. GENERAL HOS- 
PITAL. MID-WALES HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (surgical) required (resident). Post recog- 
nised for F.R.C.S. examination. Vacancy from the middle of 
April, 1958. 

Applications, stating age and experience, &c., to the Group 
Secretary, Mid-Wales Hospital Management Committee, 31, 
North-parade, Aberystwyth, Cardiganshire. eet 
ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE SURGEONS (2) for Traumatic and Ortho- 
peedic Unit. 6-month appointments, suitable for pre-registration 
candidates. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital immediately. 
BARROW-IN-FURNESS. NORTH LONSDALE HOSPI- 
TAL. Applications are invited for the resident post of HOUSE 
OFFICE (surgical) (recognised for pre-registration ) at the 
North Lonsdale Hospital, Barrow-in-Furness. Post available 
immediately. Recognised for F.R.C.S. 

Applications to the Group Secretary, Barrow and Furness 
Bestel Management Committee, 105, Abbey-road, Barrow-in- 

urness. 
BEBINGTON, CHESHIRE. CLATTERBRIDGE HOS- 
PITAL. CENTRAL WIRRAL GROUP. 

HOUSE OFFICER (general medicine and geriatrics). 

nised pre-registration. 

HOUSE OFFICER (general surgery). Recognised pre-regis- 

tration. 

Posts are tenable for 6 months from Ist March, 1958. Salary 
according to previous posts Id. 

~~ Sac forms, from Secretary, to be returned immedi- 
ately. 

BIRMINGHAM ACCIDENT HOSPITAL, Bae ree, | Birm- 
INGHAM, 15. (215 Beds and 8 House Surgeons.) HOUSE SUR- 
GEON (resident). Hospital largest traumatic unit in the country 
and treats over 50,000 new patients each year. Recogn for 
purpose of casualty by R.C.S. (Eng.). Teaching p e b 
consultant staff. 6-month appointment, some of which may be 
spent in 42-bedded Medical Research Council’s Burns Unit. 

Apply, naming 2 referees, to Administrator. __ at 
BIRMINGHAM. SOLIHULL HOSPITAL, Lode-iane, 
SOLIBSULL. OBSTETRIC HOUSE SURGEON (pre-registration). 

Application, stating age, qualifications and names of referees, 
to Medical Superintendent immediately, 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of RESIDENT 
REGISTRAR in anesthetics to the United Birmingham Hospi- 
tals. The appointment is tenable for 1 year in the first instance. 
Preference will be i ° Tee who have passed Part I, 
D.A., or Primary PF. 

Application forms — — obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, Bir- 
mingham, 15, and should be returned to him by 29th March, 1958. 











Recog- 


BIRMINGHAM, 18. ALL SAINTS’ HOSPITAL. Senior 


HOUSE OFFICER (resident) required (Male or Female). The 
Hospital is associated with Birmingham University for teaching 
of ar. Training for Diploma in Psychological Medicine 
provided. 

Applications, stating age and qualifications, to the Medical 


Superintendent. _ 

BIRMINGHAM, 9. LITTLE BROMWICH GENERAL 
HOSPITAL. PASDIATRIC HOUSE PHYSICIAN (Male/Female). 
Vacant Ist May, 1958. Recognised for D.C.H. Includes duties on 
infectious diseases wards, Neonatal Department and clinics. 
— to Physician-Superintendent, by 26th March, 





31RM ~ MOSELEY HALL HOSPITAL FOR 
CHILDREN, Alcester-road, BIRMINGHAM, 13. (65 Buds.) SENIOR 
HOUSE OFFICER (pediatric). Now vacant. Resident/non- 


resident. Recognised for D.C. . Bi , (Sell 
prone iene 


BIRMINGHAM. 


Apply, with 3 testimonials, to Secre 
Oak) ye . Management Committee, 
ingham, 29.0 "tt liek 2 hh 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) ke we py (Selly Oak) Group Oak Tree-lane, 


Birmin 
Duties Goby Oak Eye 
. Recognised 





(a) REGIST 4 * (ophthalmology). 
Department, and Lite Bromwich General Hospital 
for D.O. and F.R.C E 

(6) REGISTRAR ‘radio ogy ) oy 2 om. Hospital (1033 Beds) 
with Associated Maternity, Eye, E.N.T. d Infectious Diseases 
Hospitals. All forms of radiodi ostie work undertaken. 
Hospital recognised for Part II D.M. Diploma - Rati 
desirable but consideration given to at at of Part I onl Ww 

(2) Wolverhampton Group, Royal Hospital, olver- 


hampton 
REGIST (diagnostic radiology), The Royal Hospital, 
Wolverhampton (Associated Hospital of Birmingham Universit 
Medical School). Part I Diploma of Medical Radiology essenti 
Hospital recognised for Part II. Duties also at other Hospitals 





in the Group. 

Application forms from Group Secretaries, to be returned by 
3ist March, 1958. 
BIRMINGHAM (SANATORIA) GROUP HOSPITAL 


pplications are invited for the post 
UNIOR HOSPITAL MEI ICAL OFFICER at West Heath 
Hospital, Rednal-road rmingham, 31. (207 Beds for the treat- 
ment of tuberculous and non- -tuberculous chest cases.) The 
successful applicant will reside at the above Hospital (accom- 
modation for ~~ person only). and will be offered facilities 
for undertaki uties at the Birmingham Chest Clinic, Great 
Charles-street, Birmingham, 3. 

Applications, stating age, peghetoe. trai and ex “A 
ence, together with copies of 3 recent testimonials, shovl 
addressed to the Group Secretary, Birmingham ‘Sanatoris) 
Group Hospital Management Committee, Yardley Green Hos- 
pital, Birmingham, 9. 

BISHOP’S STORTFORD, HERTFORDSHIRE. ogi 
= 


ee TUNIOR | COMMITTE 





AND ESSEX GENERAL HOSPITAL. Applications invited for 
of HOUSE OFFICER (surgical) (pre- istration). 
£467 10s.-£522 10s. p.a. less £125 for co ential mabunend. 
oo to commence 21st Agee. t a 

pplications, stating ages, nati ae. 
oan ence with copies o recent test: 
of referees, to Hospital A aE, 
BLACKPOOL VICTORIA HOSPITAL. (354 Beds.) Senior 
HOUSE OFFICER (casualty and traumatic surgery ) required for 
Ist April, 1958. Recognised for F.R.C.S. and offering wide variety 
of experience. 

Applications, stating age, experience and qualifications and 

ving the names and addresses of 2 referees, should be sent to the 

ospital Secretary. 
BOLTON DISTRICT GENERAL HOSPITAL. (607 Beds, 
including 107 for obstetrics and 30 for gyapeemey-] ) AESIDENT 
HOUSE OFFICER for the Department of Obstetrics and Gyne- 
cology. Vacant 15th April, tenable for 6 months, and recognised 
under the pre-registration service scheme. Also recognised for 
M.R.C.O.G. and D.Obst.R.C.0.G. 

Applications, stating age, nationality, qualifications, experience 
and the names of 2 referees, should be sent to Group Secretary 
Bolton and District Hospital Management Committee, The Royal 
Infirmary, Bolton, not later than 28th March, 
BOLTON. THE ROYAL INFIRMARY. ( 
HOUSE OFFICER (resident or non-resident) for Casual ity 
Department with some orthopeedic duties. Vacant 7th Ap 
Recognised for F.R.C.S. Staff of 2 with Consultant supervision 
and adequate relief. Post offers good casualty /accident experience. 

Applications, stating age, nationalit nf Seas experi- 
ence and the names of 2 referees, should be sent to Group ~< 
tary, Bolton and District Hospital Management Committee, 
Royal Infirmary, Bolton. 

BRECHIN, ANGUS. STRACATHRO HOSPITAL. Ap a 
cations are invited from medical practitioners of 2 years’ stan 

for the post of SENIOR HOUSE OFFICER to the area Gorintrte 
Unit at Stracathro Hospital and Brechin Infirmary. The Unit, 
comprising some 140 Beds, undertakes active treatment and 
rehabilitation under. the direction of the Regional Consultant 
in Geriatrics. Salary scale £819 10s. p.a., less £150 for residential 


emoluments. 
lications, accompanied by 3 recent testimonials, or naming 
po aes - to the Group Medical Superin- 


3 referees, should be addresse 
ROYAL VICTORIA HOSPITAL, 


qualifications and 
imonials or name 











Bode enior 








BIRMINGHAM. THE UNITED py tent one ig —— 
THE compe *S HOSPITAL, Ladywood-road, BIRMING- 

Locum Tenens ASSISTANT CASUALTY OFFICER 
AND Hou Ts PHYSIC IAN (combined post) required for period 
3rd April-6th July, 1958. 

Apply in writing, with the names of 2 referees, to the House 
Governor. 

G. A. PHALP, Secretary to the Board of Governors. 
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tendent, at Stracathro Hospital. 

BOURNEMOUTH. 

Shelley-road, BOSCOMBE. (494 moe. a a see we 

DORSET HOSPITAL MANAGEMENT 

invited for the appointment of RESIDENT r seeion 8 HOUSE 

pen deb in Pathology. The successful a plicant will have 
ortunities for gaining experience in all 4 departments of the 
aboratory, which is recognised for the Diploma in Pathology. 

Laboratory, w! to the Hospital Secretary. 
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BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, | CAERPHILLY DISTRICT MINERS HOSPITAL, near 
Shelley-road. (494 Beds.) a pag | AND EAST DORSET | CARDIFF. Locum SENIOR HOUSE OFFICER (obstetrics and 


HOSPITAL MANAGEMENT COMMITTEE pplications are invited 
for the appointment of 2 HOUSE su Re SONS, 1 immediately, 
the other mid-April. The appointments are recognised for the 
F.R.C.S. examination and for pre-registration purposes. 
Applications to the Hospital Secretary. 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the appointment of HOUSE SUE GEON to the 
Orthopedic Unit. Salary in accordance with national scales. 
This is a pre-registration appointment. 
Applications, yy age, qualifications and experience, and 
giving the names of 2 referees, sho be sent to the Physician- 
Superintendent, Brighton General Hospital, Elm-grove, Brighton. 





BRIGHTON GENERAL HOSPITAL. fics. are 
invited for the appointment of HOUSE PHYSICIAN to the 
Medical Unit. Vacant 8th May, 1958. This is a ene 
a Salary in accordance with national scales 
lications, enclosing recent testimonials, and ‘eee age, 
a cations, experience, and giving the names of 2 
8 an be sent to the Physician-Superintendent, Brighton General 
Hospital, Elm-grove, Brighton, 7. 
BRIGHTON. NEW SUSSEX HOSPITAL, Windiesham- 
ROAD. BRIGHTON AND LEWES HOSPITAL MANAGEMENT COMMIT- 
TEE. Vacancy for HOUSE PHYSICIAN (Female) for 6 months 
a 17th May, 1958. Open to pre-registration candi- 








plications, stating age, nationality, qualifications and 
Wlenas, h copies of 3 testimonials and/or the names of 
ae to be hes to the Administrative Officer, by 3rd April, 
58. 


gynecology) required at above Hospital for approximately 4 
months ‘than Ist — 

_ Apply immediately to the Hospital Secretary. 

CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of SENIOR 
HOUSE OFFICER (non-resident) in the Casualty /Orthopeedic 
and Fracture Departments at the Cardiff Royal Infirmary. The 
successful candidate will spend 8 months in the Casualty Depart- 
ment and 4 months in the Orthopedic and Fracture Depart- 
meee. To commence duty as soon as possible. 

Application forms are available from the ‘Secretary to the 

Board at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 
advertisement. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of REGISTRAR in 
General Surgery at Llandough — tal, Penarth. Non-resident 
post, to commence as soon as possible. 

Application forms are available from the Secretary to the Board 
atthe Cardiff Royal erg! Newport-road, Cardiff, an 
should be returned within 14 days of the appearance of this 
advertisement. 

a ee Py QUEEN MARY’S HOSPITAL 
FOR CHILD: (A eral children’s — of 550 Ba ~Yy 
RESIDENT MEDICAL REGISTRAR ay red to firm 

—s 0 Beds, including acute medical (60 Beds), polio- 
uve tis, eae, and long-stay wards. 

Applications, on forms obtainable from the Group Secretary, 

















BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(314 Beds.) HOUSE SURGEON (pre-registration and recognised 
= F.R.C.S.), vacant mid-March. 
———-, stating usual particulars, and naming 2 referees. 

to t ss ee Officer, Royal Sussex County Hospital, 
Brighton, 7 : 
BRIGHTON. ROYAL SUSSEX COUNTY MOSPITAL. 
(314 Beds.) RESIDENT ANASTHETIST (Senior House 
Officer grade) required for 1 year with interchange of duties, by 
agreement, at the Brighton General Hospital and other specialised 
units within the Wy ts and Lewes Group. Vacant Ist May. Post 
recognised for F.F.A. R.C.S., and D.A 

Applications, stating age, Fae and experience, and 
naming 2 referees, to the Administrative Officer, Royal Sussex 
County Hospital, Brighton, 7. 
BRISTOL. COSSHAM AND FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER (general 
surgery ) required for duties at Frenchay Hospital and at Cossham 
Memorial Hospital. Resident appointment, unmarried accom- 
modation only. Post vacant 25th May, 1958, tenable initially 
for 1 year. Recognised under Royal College of Surgeons fellow- 


~- lations. 

oplications, naming referees, to the Goeup Secretary, 
veesthay Hospital, Bristol, _ by 27th March, 1958 
BRISTOL. COSSHAM AND FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. Locum SENIOR HOUSE OFFICER 
in the Department of Plastic pm Frenchay Hospital 
required immediately for about 3 mont 

Applications, naming 2 referees, to the Group Secretary, 
ey Hospital, Bristol. 

RISTOL. MANOR PARK HOSPITAL. (650 Beds.) 
JUNIOR HOSPITAL MEDICAL OFFICER. Salary £852 10s.- 
£55-£1182 10s. Furnished accommodation available, together 
with board and laundry, for which a charge of £170 p.a. is made. 
The Hospital caters largely for geriatric sick with some acute 
medical work. Consultant staff visit regularly and there is ample 
time for postgraduate study 

Le panne stat age, nationality, whether married or 
single, experience, qualifications, and names and addresses of 2 
referees, to be sent to the Nee § Secretary, Manor Park Hospital, 
Manor-road, Fishponds, Bristol, within 7 days of the appearance 
of this advertisement. 

BURTON-ON-TRENT GENERAL HOSPITAL. Locum 
CASUALTY OFFICER, Junior Hospital Medical Officer, 
required for month of April, 1958. Resident or non-resident. 

Apply Group Secretary. 

BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEONS (2). Applications are invited 
for 2 pre-registration ae in General Surgery which will be 
falling penne | h, 1958. 1 of the osts is at Bu 

General Hospital an ee a other at Rossendale General Hospita tal. 

Apply, stating age, qualifications and other details, to the 
Group Secretary at Bury General Hospital, Bury, Lancs. 
elem THE UNITED CAMBRIDGE HOSPIi- 

Ls. ADDENBROOKE’S HOSPITAL, CAMBRIDGE. HOUSE 
PHYSICIAN for 6 months from 18th May. Recognised pre- 
—o service. 

Apply to the Secretary by Sth April, stati national, 
qualifications and experience, with dates, rm | with copies of 3 
testimonials. Interviews mid-April. 

CANTERBURY KENT AND CANTERBURY HOS- 

PITAL. (277 ‘Beds :.) The post of GENERAL SURGICAL AND 

UROLOGICAL HOUSE SURGEON pa ?—r— or third 
ost), which is recognised for the F.R.C.S., is now vacant. 
vational Health Service salary and euidinion’. 

Ap ee together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT ND CANTERBURY HOS- 
PITAL. (277 Beds.) GYNECOLOGICAL HOUSE mes pear 
required at Highland Court Annexe, a unit of 25 
beds situated 3 miles from the above Hospital, wit all a: ov 
services available. Recognised M.R.C.O.G. 6 months’ appoint. 
ment. Post vacant early py 1958. National Health Service 
salary and conditions. 

Applications, together with copies of 2 recent testimonials, to 

be addressed to the Hospital Secretary at the above Hospital. 






































should be returned immediately. 

CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 
HOUSE SURGEON required (pre- or post- tration ) 
yp The post offers a wide experience in general 
. urgery pagolosy, and orthopedic surgery. Post recognised 
‘or the 


Appl with, icing of 2 referees to Secretary, General Hospital, 
Cheltenham. PALS 
CHELMSFORD AND ESSEX HOSPITAL. (161 Beds.) 
Locum HOUSE SURGEON required. The ys? ames good sur- 
gical experience and is recognised for the F. 

Applications to the Secretary, Chelmsford ‘Hospital Manage- 
ment Committee, London-road, Chelmsford. 

CHERTSEY, SURREY. ST. PETER’S was 8S liste 
Lape Park War Hospital). (430 Beds.) ORTHO DIC 

E SURGEON (Senior House Officer or House P Othoer 
(intern) grade). 100 orthopedic beds. Post recognised for 
F.R.C.S. and ——— service. Sala in accordance 
with terms and conditions of National Health Service. Post 
vacant 2list April, 1958. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, Surrey. x 
bn ay GROUP HOSPITAL MANAGEMENT COM- 

Locum Tenens ORTHOPASDIC REGISTRAR, 
andi Lith April inclusive. Duties involve both orthopedic and 
fracture work. Previous orthopedic experience preferred. 

Applications in writing to GroRGE A. PAINEs, Group Secre- 
tary, Hospital — ems Committee, General ospital, 
London-road, Croydon. “3 
DENBIGH. THE NORTH WALES HOSPITAL FOR 
NERVOUS AND MENTAL DISORDERS. JUNIOR HOSPITAL MEDI- 
ae OFFICER or SENIOR HOUSE OFFICER required. The 

ospital has modern treatment facilittes, and is recognised by 
the” Yonjoint Board for the f gine of their D.P.M. examination. 
House available for married man and family. 

A — with names of 2 referees, to the Medical Superin- 
tenden 
DERBY CITY HOSPITAL. 
76 Beds.) DERBY NO. 1 HOSPITAL MANAGEMENT COMM 
Ap lications are invited for the post of OBSTETRIC HOUSE 

URGE EON (Senior House Officer). Post vacant 5th May. 
This post is recognised in obstetrics by the Royal College of 
Obstetricians and G ologists. 

Applications, ane oe. qualifications and experience, with 
copies of 2 testimon should be sent to the Medica) Superin- 
tendent, City Hospital, Derby. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. Senior 
HOUSE OFFICER (ophthalmol ). Vacant 31st March. 
Resident post. Recognised for F.R.C.S. (ophthalmology). 

















(Obstetrical Bepartment— 











Apply ediately, stating full details and 2 names for 
reference, to Secretary. 
DORCHESTER, DORSET. Me pare ge A yi AO dares 
MANAGEMENT COMMITTEE. (1030 Mental Beds.) lications 
are invited for the post of JUNIOR HOSPITAL EDICAL 
OFFICER at Herrison Hospital, Dorchester, Dorset. The post 


offers opportunities of — ex © ET in all branches of 
psychiatry. cory £852 10s. 3 182 10s. p.a. Post subject 
to Whitley Council conditions of service and superannuable in 
accordance with the National Health Service (superannuation) 
regulations. Full board-residence available for a single officer. 

Applications in writing, giving details of age, qualifications, and 
experience, to the Medical Superintendent as soon as possible. 
DUMFRIES. CRICHTON ROYAL MENTAL HOSPITAL. 
Applications are invited for the post of SENIO HOUSE 
OFFICER. alary according to national scale. Previous 
experience in psychiatry not required. Every facility for training 
in psychiatry on the most modern lines. 

Sorvan of application to be obtained from the Physician- 
Superintendent. to whom these should be returned with copies 
of testimonials. 

DUNDEE (near). ASHLUDIE CHEST HOSPITAL 
MONIFIETH, near DUNDEE, ANGUS. (222 Beds.) 1 ROUSE 
OFFICER (pre-registration) required for Surgical Wards 
immediately. 

Applications, together with the names of 2 referees, to be 
submitted to the Physician-Superintendent as soon as possible. 
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DUNDEE ROYAL MENTAL HOSPITAL (Gowrie House), 
(100 Beds for short-stay patients). LOCUM HOUSE OFFICER 
required for the above Hospital, which is a Teaching Hospital for 
the University of St. Andrews, from 18th March to 31st a 1958. 
An extension of this appointment might later be arranged. 

popiooiens to the Physician-Superintendent, Gowrie House, 
Liff, By Dundee. RE TT a an EL 
DUNDEE (near). WESTGREEN MENTAL HOSPITAL. 
Teaching School for Queen’s College, St. Andrew’s University; 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER. 
Salary according to national scale. House in grounds is available 
for married man at appropriate rental. Ample opportunities 
for study and research. 

Applications, stating age, nationality, qualifications and 

experience, with recent testimonials, should be sent to the 
Physician-Superintendent. 
DURHAM. KING’S COLLEGE, UNIVERSITY OF DUR- 
HAM and the UNITED NEWCASTLE UPON TYNE HOSPITALS. The 
Council of King’s College invite applications for the post of 
FIRST ASSISTANT in Neurology in the Department of 
Medicine. The appointment will be for 1 year in the first 
instance, renewable annually to a maximum of not more than 
3 years. The salary will be within the range £1400—£1900 p.a. 
plus child allowances. The successful applicant will hold his 
appointment jointly in King’s College and in the United 
Newcastle upon Tyne Hospitals. 

Further particulars may be obtained from the undersigned, to 
whom applications (15 copies), together with the names of 3 
referees, should be sent not later than 9th April, 1958. 

G. R. Hanson, Registrar of King’s College. 
EAST GRINSTEAD. QUEEN VICTORIA HOSPITAL. 
RESIDENT HOUSE OFFICER (Male or Female) required 
immediately for General Hospital. Appointment for 6 months in 
first instance; recognised for pre-registration purposes, and for 
F.R.C.S. examination. 

Apply, stating age and experience, with names of 3 referees, 

to Hospital Secretary. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(647 Beds.) RESIDENT HOUSE SURGEON for above Hos- 
ital. Post vacant 3lst March, 1958. 6 months’ appointment. 
Recognised for F.R.C.S. and pre-registration purposes. 

Applications, stating age, qualifications, experience and 

enclosing copies of be 7 to 3 recent testimonials, to Medical 
Administrator of Hospital by 28th March, 1958. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON—third post. Vacant 30th 
March, 1958. Post provides experience and duties in general 
surgery and orthopedics. 6-month appointment. Post recog- 
nised for F.R.C.S. 

Applications, with the names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, at Chase Farm Hospital. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Appoint- 
ment of RESIDENT HOUSE PHYSICIAN (third post). Vacant 
8th May, 1958. General medical duties. 6 months’ appointment. 

Applications, with the names of 2 referees, to the Secretary, 

Enfield Group Hospital Management Committee. 
EPSOM, SURREY. EST PARK HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER required. Salary scale 
£852 10s.-£1182 10s. Subject to Whitley Council conditions and 
National Health Service (Superannuation) Regulations. West 
Park is a psychiatric hospital with 2400 Beds, where all modern 
treatments are practised. A good knowledge of general medicine 
is essential. Applicants may be of either sex, and single quarters 
are available. 

Applications, including the names of 3 referees, should be sent 

to the Physician-Superintendent within 10 days. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from pre-registration and _ registered 
medical practitioners for the appointment of HOUSE PHYSI- 
CIAN (general medicine and pediatrics). Vacant 9th May, 1958. 
The Pw: is recognised under the regulations for the Diploma in 
Child Health. 

Applications, with copies of 2 recent testimonials, to the 
Hospital Secretary by 29th March, 1958. 

GLASGOW ROYAL INFIRMARY. Senior House Officer 
in Anssthetics. Duties at above Infirmary. 

Write, giving 3 names for reference, not later than 31st March, 
1958, to the Secretary, Board of Management for Glasgow Royal 
Infirmary and Associated Hospitals, 135, Buchanan-street, 
Glasgow, C.1. 

GLASGOW ROYAL INFIRMARY. Senior House Officer 
(Urological Department). Duties at above Infirmary. 

Write. giving 3 names for reference, not later than 31st March, 

1958, to the Secretary, Board of Management for Glasgow Royal 
Infirmary and Associated Hospitals, 135, Buchanan-street, 
Glasgow, C.1. 
GLOUCESTER. HORTON ROAD AND CONEY HILL 
HOSPITALS. (1540 Beds.) Applications invited for the appoint- 
ment of a JUNIOR HOSPITAL MEDICAL OFFICER. Hos- 
pitals serve the North Gloucestershire Clinical Area, including 
Gloucester, Cheltenham, Stroud, and Forest of Dean. High 
admission-rate (850). All modern methods of treatment. New 
units provide for treatment of neurosis and alcoholism. Expand- 
ing outpatient services, day-hospital, long-stay annexes and 
social clubs. Encouragement and opportunity for study. Salary 
and conditions Whitley Council. 

Applications, with names of 3 referees, to Physician-Super- 


intendent. 
GRIMSBY. SCARTHO ROAD HOSPITAL. Grimsb 
HOSPITAL MANAGEMENT COMMITTEE. RESIDENT HOUS 
OFFICER (surgical) eee (pre-registration or Senior House 
Officer grade) for duties in acute surgical unit of 56 Beds, modern 
theatre and Outpatient Department. Offers excellent experience 
of all types of general surgery. Married quarters available. Post 
vacant end of April, 1958. 

Applications, with names of 2 referees, to Hospital Secretary. 
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GRAVESEND AND NORTH KENT HOSPITAL, Graves- 
END, KENT. MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON. Applications are invited for 
this resident post (1 of 5 at the Hospital) which is approved for 
pre-registration purposes and recognised for the F.R.C.S. The 
successful applicant will be attached to 2 Consultant Surgeons 
with opportunities for extensive surgery and vascular work. 
Salary £467 10s. to £577 10s. p.a., accordi to experience. 
Applications to Hospital Secretary, stating age, experience, 


qualifications and nationality. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSPITAL. Locum Tenens CASUALTY OFFICER 
(Junior Hospital Medical Officer) required for period 15th April-— 
5th May (inclusive). 

_ Please apply to the Hospital Secretary. 

HEREFORD GENERAL HOSPITAL. (154 Beds.) House 
OFFICER genet surgery ) required immediately. Pre-registra- 
tion post. ospital rec ised by R.C.S. Duties include care of 
general surgical beds and in addition for 3 months of orthopeedic 
beds and for 3 months of E.N.T. beds. 

Applications, with copies of 2 testimonials, to be sent to the 
Group Secretary, Victoria House, Eign-street, Hereford. 
HERTFORD COUNTY HOSPITAL, Hertford, Hertford- 
SHIRE. Locum REGISTRAR (general surgery) required for 
period 26th March—10th April, 1958. Resident. 

Applications to Hospital Secretary, telephone Hertford 2275. 
HOLT, NORFOLK. KELLING HOSPITAL AND 
DEPARTMENT OF THORACIC SURGERY. Applications are invited 
for the appointment of RESIDENT SENIOR HOUSE OFFICER 
which will become vacant on Ist April, 1958. This Hospital 
(180 Beds) deals with tuberculous and non-tuberculous chest 
conditions and offers excellent experience in chest medicine 
and thoracic surgery. Married accommodation available. 

Applications, stating age, sex, qualifications, nationality and 
experience, together with names of 2 referees, to the Group * 
Secretary, Cromer Area Hospital Management Committee, 
Cliff-avenue, Cromer, Norfolk, who will be pleased to supply 
any other information concerning the appointment. 

HOVE GENERAL HOSPITAL. Pre-registration House 
SURGEON (with ward and casualty duties) required immediately 
for a period of 6 months. This post is recognised for the 
F.R.C.S. and provides a wide experience in an active surgical 
unit. 

Applications, stating age, qualifications, and full details of 
experience, together with the names and addresses of 2 referees, 
to the Administrative Officer, Hove General Hospital, Hove, 
Sussex. 

HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
Applications are invited for the post of CASUALTY OFFICER. 
The post, which is resident, is recognised under the Fellowship 
regulations and will be graded either Junior Hospital Medical 
Officer or Senior House Officer according to experience. Duties 
terminate at 7 P.M. with 1 night weekly on call. 

Applications for the appointment, which will be vacant on 22nd 
April, 1958, should be accompanied by copies of 3 recent testi- 
monials and addressed to the undersigned. 

H. J. JoHNsON, Group Secretary. 

The Royal Infirmary, Huddersfield. 
HUDDERSFIELD. ST. LUKE’S HOSPITAL. (235 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. oper 
eations are invited for the post of RESIDENT MEDICAL 
OFFICER (Senior House Officer ng at the above Hospital, to 
commence duties on Ist April, 1958. The duties will be mainly 
surgical, in a hospital which caters for chronic sick, children, 
maternity and acute medical and surgical patients. Salary in 
accordance with the terms and conditions of service for hospital 
medical and dental staff, £2819 10s. p.a. 

Applications, together with copies of 3 recent testimonials, to be 
sent to the undersigned as soon as poe. . 

H. J. JOHNSON, 
Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. PTs 
HULL A GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Appieetnene are invited for the post of SENIOR 
HOUSE O 





























ICER in the E.N.T. Department of the Victoria 

Hospital for Sick Children and the Hull Royal Infirmary. The 
post, which is now vacant, is recognised for the F.R.C.S. and D.L.O. 
Applications, with testimonials, should be sent to the Hospital 
Secretary, Victoria Hospital for Sick Children, Park-street, Hull. 





HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (pre-registration post). Resident, and tenable for 6 
months. This post includes gynecology and general surgery. 

Applications, with 2 recent testimonials, to the Hospital 
Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL (Anglesea- 
ROAD WING). (350 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. Approved pre-registration post. 

Applications, with copies of recent testimonials, to the Hos- 
pital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL (Heath- 
ROAD WING), IPSWICH. Pre-registration post of HOUSE SUR- 
GEON to General Surgeon vacant. ecognised for R.C.S. 


examination. 
Applications, with copies of recent testimonials, to Hospital 











LEEK (near). ST. EXNWARD’S HOSPITAL, Cheddlieton, 
near LEEK, STAFFORDSHIRE. JUNIOR HOSPITAL MEDICAL 
OFFICER, previous Mental Hospital experience not essential. 
This Hospital offers opportunities for gaining experience in all 
branches of psychiatry. Terms and conditions of service will be 
as approved for hospital medical staff employed in the National 
Hea th Service. Salary #£852-£55-£1182. Single furnished 
quarters, or unfurnished house on Hospital estate available for 
a married man. 

Applications as soon as possible to the Medical Superin- 
tendent. 
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KETTERING AND DISTRICT GENERAL HOSPITAL, 
NORTHAMPTONSHIRE. Applications are invited for the post of 
eae SURGEON (pre-registration). Post recognised for 


Applications stating age, experience, ~~ qualifications, 
together with copies of 3 recent testimonials, to be sent to the 
Group Secretary at the above address. 

LANCASTER. BEAUMONT HOSPITAL, Slyne-road. 
PAZDIATRIC REGISTRAR (resident). Experience essential 
of all = actical pediatric techniques (exchange transfusion, blood- 
transfusion, &c.). Duties include experience in children’s medical 
ward, in neonatal unit, And peediatric outpatient clinics. Unit 
recognised for D.C.H. ‘Candidates may visit Hospital by direct 
appointment. 

Applications, together with names of 2 referees, to Group 
Secretary, Royal Lancaster Infirmary, Lancaster. 
LEEDS REGIONAL HOSPITAL BOARD. 
a. 
Anesthetic. 

Hull ey B, and East Ri Gro Recognised for the 
F.F.A. R.C.S. Duties may include thoracic anesthesia. Non- 
resident. 

Chest Diseases 
Castle ae ~ Cottingham, East Yorkshire (220 











‘Registrar 


General Sur, rgery, 

St. Luke’s Hos rs peatnes (160 general surgical beds). 
Recognised for F. Preferably resident. Only single accom- 
modation available og “the present time. 

General Medicine 

Halifax General Hospital (110 general medica] beds). Resident. 
Rheumatology 

Leeds Regional Hospital Board in association with the Uni- 
versity of Leeds invites applications for the post of Research 
Registrar in Rheumatism to assist the Professor of Clinical 
Medicine with research projects at the Royal Bath Hospital, 
Harrogate, which is the centre for the Regional Rheumatism 
Frhemee, or elsewhere in the Region. 


OT ON ed Royal Infirmary (65 urology pods), Apeseasmetaty 
one-fifth of the duties will be general surgical. Non-residen 

Applications, stating age, qualifications and details of — 
and previous appointments with dates, together with the names 
and addresses of 3 referees to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by Ist April, 1958. 
LEEDS. UNIVERSITY OF LEEDS. UNITED LEEDS 
HOSPITALS. Applications are invited for the post of SENIOR 
REGISTRAR AND TUTOR in Ps eet A The successful 
candidate will be a member of the University Department of 
Psychiatry at the duties will include work at the General 
Infirmary at Leeds with which the University Department is 
associated and such other duties as may be assigned to him by 
se Head of the University Department. 

Anpiogtions (3 copies), stating date of birth, qualifications and 
details of present and previous appointments with dates, and 
experience of teaching, together with the names of 3 referees, 
should reach the Registrar, The University, Leeds, 2 (from whom 
— particulars may be obtained), not later than 14th April, 


LEICESTER (near). CARLTON HAYES MENTAL 
HOSPITAL, NARBOROUGH, LEICESTER. LEICESTER NO. 4 HOSPITAL 
MANAGEMENT COMMITTEE. JUNIOR HOSPITAL MEDICAL 
OFFICER (psychiatry) segue? for above Hospital (recognised 
for training for D.P.M.). esidential accommodation for single 


, qualifications, experience and names of 3 
referees, to Medical Superintendent immediately. 
LENNOXTOWN, mth po ve poe LENNOX CASTLE 
MATERNITY HOSPITAL. pplications are invited from suitabl 
ualified medical practitioners for the ——— of RESIDEN 
ENIOR HOUSE OFFICER in Obstetrics Gynecology at 
the above Hospital (130 Beds). The appommtanent will be for 6 
months in the first instance, and will be subject to the National 
Health Service (Scotland) (superannuation tions. 
Applications (2 copies), stating age, qualifications, experience, 
present appointment and giving names of 3 referees, to be sub- 
mitted to the Secretary, B.O.M. Lennox Castle, 113, Douglas- 
street, Glasgow, C.2. 
LICHFIELD (near). 8ST. MATTHEW'S HOSPITAL, 
pen aeip ney Me aeaee, STAFFORDSHIRE. (1330 mental beds.) 
BURTON PITAL MANAGEMENT COMMITTEE. JUNIOR 
HOSPITAL MEDICAL OFFICER (psychiatry) soguered Lx-y 
dent accommodation available. Facilities for taking a P.M. 
Course at Birmingham University 
Applications, with 2 references, (a the Medical Superintendent. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a temporary appointment to the 
Dive of REGISTRAR in Pathology for duties at the Royal 
Hh ae Children’s Hospital for the period to 30th September, 
958. The person appointed will be eligible to 0 apply in the sum- 
mn for appointment for the year beginning eye 1958. 
Apply y 8th April on — obtainable oon the Secretary, 
80 ney-street, Liverpool, 
LUTON AND DUNST ABLE HOSPITAL, Luton, Bedford- 
SHIRE. SENIOR —- OFFICER (resident) in Medicine 
required, Ist April, 1 
Applications, stating aa mee pel qualifications — ex- 





























perenne together with copies of 2 recent testimonials, to the 
ecretary of the Hospital as soon as possible. 
MAIDSTONE. WEST KENT GENERAL yp say 


g 141 Beds.) MID-KENT KOSPITAL MANAGEMENT COMM 
apnea are invited for the pre-registration post of HOUSE 
GEON. 6 months’ appointment. Vacant now. Recognised 


4 F.R.C.S. Salary at the rate of £467 10s.-£577 10s. p.a. A de- 
duction at the rate of £125 a year is made for board and lodging, 
and other services provided. 
Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospi! ital. 





MANCHESTER. BAGULEY HOSPITAL. —_ Beds.) 
SOUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTE Appl 
cations are invited for he post of ie HOUSE OFFI 

in Chest Diseases. This H a is a large Thoracic Unit fully 
equipped for the medical and surgical treatment of tuberculosis 
and other chest diseases. Attached to the Hospital is a Chest 


Clinic. pt | aS offers opportunities for wide’ experience in 
medical and surgical treatment of patients suffer m tuber- 
chest clinic 


culosis and other diseases of the chest, together wi* 
work. Ample scope for clinical research. 
Applications, stati age, qualifications, nationality, experi- 
ence and the names of 2 referees, to be forwarded to the Group 
Secretary, ree Hospital, Manchester, 20, immediately. 
=~ a he ae = HALL CHILDREN’S HOSPi- 
Fr 9. (380 Beds. Recognised for 
CH. 7 HOUSE "OFFICER ‘Gur = ), pre- or post-registration. 
Duties mainly general shouts neurosurge 
Le yo immediate with usual pariiounes and copies of 
ont testimonials, to Group Secretary. 

T L it R hole- 
om MEDICAL OFFICER (Junior Hospital Medical Officer 
—tenable for 4 years). Regional Blood Transfusion Service, 
Roby-street, Manchester, to assist in the laboratory and at 
pee = | ee Previous experience of this work desirable. 


poo work under tion of the Consultant and 
—— of the Service and opportunities for research are 
~~ able. 


Applications, with names, &c., of 2 referees, to be forwarded 
to the Senior Administrative Medical Officer of the Board at 
Cheetwood-road, Manchester, 8, by 14th April, 1958. 


MANCHESTER REGIONAL HOSPITAL BOARD. Non- 
RESIDENT SENIOR REGISTRAR in abe be wongg to the 
Psychiatric Unit at Crumpsall Hospital, Manchester. Duties 
include attendance at Consultant Psychiatric Clinics and partici- 
— in treatment of inpatients and outpatients. Facilities 

‘or gaining experience in child psychiatry will be afforded at the 
nearby regional centre. The person appointed may later be 
required to rotate to other bocpitats in the area to gain wider 
experience. 

Application forms from the Senior Administrative Medical 
Officer of the Board, Cheetwood-road, Manchester, 8, to be 
returned by 15th April, 1958. 
eee ee UNITED MANCHESTER HOSPITALS. 

YAL INF'RMARY, MANCHESTER, 13. 4 SENIOR 
HOUSE SE OFFICERS (surgical) to ae — - Jul BAA 1958. 
e 








Whole-time, mainly non-resident tr its, for 6 

months, renewable for a second 6 mont Popatios vallotted in 
orthopeedic, surgical outpatients and neral surgical units in 
rotation. oe alternate nights for 3 months when attached 


to ee unit. 

pplication form, ‘emma from the Secretary, to be returned 
a i th April, 1958 
MANCHESTER, 3. WYTHENSHAWE HOSPITAL. 
SOUTH MADE, 3 Leaman MANAGEMENT COMMITTEE. Appli- 
cations are invited fr a sewer medical practitioners ie the 
post of SENIOR HOUSE, FICER in General Surgery at the 
above-mentioned 

Applications, with full ‘details and the memes of 2 referees, 
ft to the Group Secretary, Withington Hos- 
pital, Manchester, 20, immediately. 

MIDDLESBROUGH. POOLE yg hye Hesthorpe. 
MIDDLESBROUGH. (Tuberculosis—308 Beds.) Appice 

invited for the ap oe Proereen of RESIDENT SENIOR MTOUSE 
OFFICER (married accommodation hapten Pim ao neral duties 
on medical and conetons wards (adults and chi! and 
conditions of service in accordance with the Minietry of Health 
regulations. This Hospital is a most modern one with an active 
thoracic surgery unit. 

Applications, stating age, qualifications and previous experi- 
ence, together bea the names of 3 referees, to be sent immediately 
to Sl ro Wat Las retary, Cleveland Hospital Management Com- 

ad Lane Hospital, Middlesbrough. 

1 


u ! | aT | 
Beds.) RESIDENT CASUALTY OFFICER (Junior Hospital 
meee Officer grade). Post tenable for 1 year 
pplications, with names of 2 referees, to “Group Secretary, 
Lancester ae caster. 
Rewcue? TONAL HOSPITA 
TRAR PHYSICIAN, for Gateshead Group of hos: itais. Whole- 
time, resident at Bensham General Br wpital (230 ). Single 
accommodation available. 
Applications, with names and 
Senior Administrative Medical Officer, Ri 
Benfield-road, Newcastle upon Tyne, 6, 
i 


N Lt iON AL le egis- 
TRAR PSYCHIATRIST, whole-time, resident at St. Nicholas 
Hospital, Gosforth, Newcastle upon Tyne (1190 Beds). Married 
accommodation available. Goo experience and ae in ag = 
chiatry offered. Facilities are available for the appoin' 
the Durham University D.P.M. course. Further etedase from 
napDl nal Psychiatrist. 
jn eee with names addresses of 3 referees, to 
ychiatrist, R bea Gconitel Board, Benfield-road, 
mee Be upen Tyne, 6, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR THORACIC SURGEON, whole- ae. ventions. at 
peuxna Thoracic Centre (150 Beds), Shotley B General 
Hospital (work almost entirely non- -tuberculous, aa ovascular, 
cesophageal and pulmonary) and at associated sanatoria. Appli- 
cants must have good experience in general surgery and have a 
higher qualification or its equivalent. Appointment intended 
either for trainee in thoracic surgery or for general Surgeon 
seeking special experience. Single accommodation available. 
a to commence Ist June, 1958. 
pplication, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, ene Hos ce Board, Ben- 
field-road, Newcastle upon Tyne, 6, within 14 
55 
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NEWCASTLE REGIONAL HOSPITAL BOARD. ~~ ae 
TRAR SURGEON, whole-time, for Durham Group of hospitals 

Dryburn Hospital (309 Beds). Single or married accommoda- 
tion available. Post recognised for F.R.C.S. examination. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR OBSTETRICIAN AND GYNACOLOGIST, whole-time, 
resident, for duties at Dilston Hall Maternity Home, Hexham 
(50 Beds), and Newcastle General Hospital (100 obstetric and 
gynecological beds). Initial appointment at Dilston Hall. Post 
recognised for M.R.C.O.G., and Newcastle General Hospital is a 
teaching unit. Married or single accommodation available. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE. THE UNITED Re RSASTLE “UPON 
TYNE HOSPITALS. Applications are ted for the non-resident 
epnsietees nt of REGISTRAR Pe DIATRIC IAN, to work in the 

nited Newcastle upon Tyne Hospitals and also in hospitals 
ie the Newcastle Regional Hospital Board. The post is 
circulating designed to give experience in various branches of 
peediatrics, and the hospitals involved include the me al Vic- 
toria Infirmary, Babies’ Hospital, Princess Mary Maternity 
Hospital, Newcastle General Hospital, Hospital for Sick Children, 
and Walkergate Hospital. The appointment will include teaching 
duties and will be at the Hospital for Sick Children in the first 
instance. The appoimtment will be for 1 year in the first instance 
and will be subject to the terms and conditions of service of 
hospital medical staff in the National Health Service. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

A. W. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 

TYNE HOSPITALS. Applications are invited for the non-resident 
appointment of SENIOR HOUSE OFFICER in the Department 
of Psychological Medicine at the Royal Victoria Infirmary. The 
successful candidate will have aoumeny for clinical experience 
in inpatient and outpatient work under the direction of the head 
of the department and he will also be responsible for emergency 
duty as required. Facilities are given to take the Durham 
D.P.M. course. The appointment is for 1 7 and will be subject 
to the terms and conditions of service of hospital medical staff 
in the National Health Service. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

W. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 


NEWTON ABBOT HOSPITAL. (General section, 65 Beds.) 
RESIDENT SENIOR HOUSE SURGEON, Male or Female, 
required approximately end May, 1958. Married quarters available. 

Applications, quoting Ref. F.364/40, — qualifications, 

nationality, age, with copy testimonials, to be sent to the Group 
Secretary, Tesenez District Hospital Management Committee, 
Torbay Hospital, orquay, South Devon. 
NEWTON ABBOT HOSPITAL, South Devon. Senior 
HOUSE OFFICER (medicine), Male or Female, required 24th 
March, 1958. Duties divided equally between 20 acute medical beds 
in general section and 140 geriatric beds. This officer is also 
required to stand in when Senior House Surgeon otherwise 
engaged. Married quarters available. 

Applications, stating qualifications, nationality, a e. with copy 

testimonials, to be sent to the Group Secretary, ay Dis- 
trict Hospital Management Committee, Torbay — ~2~4 
Torquay, S. Devon. 
NORTH EAST METROPOLITAN REGIONAL BLOOD 
TRANSFUSION CENTRE. JUNIOR HOSPITAL MEDICAL 
OFFICER, full-time, required to take charge of Mobile Blood 
Collecting Team operating in Essex, Hertfordshire and East 
London. Opportunity also to study blood-transfusion serology 
in laboratories 

Further particulars from, and applications to, Director, Regional 

Blood Transfusion Centre, Crescent-drive, Brentwood, Essex. 
(Phone: Brentwood 3545.) 
NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
SURGICAL REGISTRAR required. Duties include work in the 
Casualty Department. Appointment for 1 year in the first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old Ful- 
wood-road, Sheffield, by 31st March, giving age, nationality, 
qualifications, present and previous appointments with dates, 
naming 3 referees. 
NOTTINGHAM CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of HOUSE SURGEON, vacant 
4th May, 1958. Recognised for pre-registration purposes. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. 
NOTTINGHAM EYE HOSPITAL. Senior House Officer 
required, duties to commence mid-April, 1958. Salary and 
conditions of service in accordance wit Ministry regulations. 

Applications, stating age, qualifications and experience, 

together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFICER (anesthetics) required as soon oo posaitie. The post is 
recognised for the D.A. and the F.F.A This is a busy 
general hospital giving experience in ail branches of surgery. 

Applications, stating age, nationality, qualifications and ex- 
| nye together with copies of testimonials, to be sent to the 
yroup Secretary. 
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OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in Orthopedic and Accident Surgery to the Hospitals and Clinics 
of the Aylesbury area. The appointment, which is now vacant, 
will be for 1 year and — for extension to a second year. 
Married accommodation 1 be available shortly. 

Applications, on forms obtainable from the Secretary, Regis- 
trars Committee, 43, Banbury-road, Oxford, should reach him 


by Ist April, 7 
Lig ot Rig 3 hy 0 AND EAST CORN- 
Central Casualty Department. 
RESIDENT. SENIOR HOUSE. ‘OFFIC ER in Casualty vacancies, 
1 immediately, and Ist April, 1958. Recognised for the F.R.C.S. 
Applications, stating names of 3 referees, to be sent to the 


Group Secretary. 
PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
PLYMOUTH SPECIAL HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
HOSPITAL MEDICAL OFFICER or SENIOR HOUSE 
OFFICER. A vacancy at the Scott Isolation Hospital will be filled 
by an appointment in 1 or other of the above grades. The duties 
in 2 departments, will be chiefly in connection with infectious am 
venereal diseases, the former including a substantial proportion of 
eases in children. The appointment will normally be for 1 year, 
subject to review at the end of the 5 wpe The post is non-resi- 
dent, but the successful candidate will be required to live near the 
hospital and be on the telephone. Applicants should be able to 
drive a car and applicants for the Junior Hospital Medical Officer 
ost —— have held a Senior House Officer appointment for at 

east a 

App = together with copies of 2 recent testimonials. 
should be sent to the se Secretary, Plymouth Special Hospi ital 
Management Committee Nelson-gardens, Stoke, Plymouth. 
PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
HOUSE PHYSICIAN (resident, Male), post now vacant. 
Recognised pre-registration post which offers excellent experience. 

Applications should be sent to the Group Secretary, Plymouth 

Special Hospital Management Committee, 8, Nelson-gardens, 
Stoke, Plymouth, Devon. 
PONTYPRIDD (near). EAST GLAMORGAN HOSPITAL, 
CHURCH VILLAGE. (336 Beds and large Outpatient Department— 
serving population of 174,000.) PONTYPRIDD AND RHONDDA 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (pathology). The post is to 30th September, 1958, in 
the first instance. Previous <capevtenee in pathology not essential. 
Emergency duties are shared with other residents. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
ete Secretary, Courthouse-street, Pontypridd, as soon as 

le. 


TAL MANAGE! 

















PORTSMOUTH GROUP HOSP MENT 


COMMITTEE 
(1) Saint Mary’s Hospital 
HOUSE SURGEON (pre-registration). Vacant now (2 posts). 
(2) Royal Portsmouth eee — 
(a) HOUSE SURGEON ( stration). Vacant now. 
(6) SENIOR HOUSE OF “TC cE required nl Orthopedic 


PR a nag (104 Beds). Vacant Ist April, 195 
pplications, stating age, experience and qualifications, 
ond ner with the names of 2 referees, should be forwarded as 
soon as possible to E. URST. 

St. Mary’s Hospital, Milton-road, Portsmouth. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post, vacant 18th June, 
1958, or possibly before, of RADIOLOGICAL REGISTRAR 
(diagnostic) to the Portsmouth Group of hospitals. A Diploma in 
Diagnostic Radiology would be an advantage, but candidates 
working for it would be considered. 

Forms of application may be obtained from the Group Secre- 
tary, Portsmouth Group Hospital Management Committee, St. 
Mary’s Hospital, Milton, Portsmouth, which should be returned 
to him duly completed on or before 31st March, 1958. Candidates 
may visit the above Group by arrangement with the Group 
Secretary. ‘ i See) 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. lications are invited for the post of MEDICAL 

REGISTRAR to the Portsmouth Group of hospitals. 1 of 2 fora 
eral of 220-230 acute medical beds. Vacant on Ist June, 1958. 

Forms of application may be obtained from the Group Secre- 
tary, Portsmouth Group Hospital Management Committee, Saint 
Mary’s Hospital, Milton, Portsmouth, which should be returned to 
him duly completed on or before 31st arch, 1958. Car vassing 
will disqualify. Candidates are cordially invited to vis‘t the 
Hospitals by arrangement with the Group Secretary. 
READING. BATTLE HOSPITAL. (391 Beds.) Reading 
AND DISTRICT HOSPITAL er COMMITTEE. Applications 
are invited from registere ee practitioners for the post of 
RESIDENT JUNIOR Hous SUR N (pre- or post- 
registration ) | voquired in the oident and Orthopedic Depart- 
ment. F. S. recognised. Also casualty duties. 

Apply, stating age, qualifications with dates, nationality, 
present post, with copy of recent testimonial, to Secretary. 
READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYN2ZCOLOGY. (100 Beds.) ppeibevess are 
invited from registered medical practitioners, Male and Female, 
for the resident post of GYNASCOLOGICAL HOUSE_SUR- 
GEON at the Royal Bérkshire Hospital, Reading. Vacant 
8th 7 ee and tenable for 6 months. Post recognised for 
M.R.C. 

Write, stating age, qualifications with dates, nationality 
and present post, with copy of 1 recent testimonial, to Secretary. 
READING. ROYAL RK a Eu ITAL. Appli- 
cations are invited from tered motieel ractitioners for the 
post of RESIDENT ASSISTANT PATHOL 














T (1 of 2), 
vacant on 15th April, 1958, and tenable = 6 months. Salary 


£577 10s. p.a. 
Ww yrite, stating age, qualifications with dates, nationality and 
present post, with copies of 2 recent testimonials, to Secretary. 














58 


far 
ics 
nt, 
ar. 


im 


Sere eae coeae 


OR 


8 
of 


™ Sorte oe 


= wo a & 














THE LANCET ADVERTISERS’ 


ANNOUNCEMENTS 


22 MARCH 1958 





READING. ROYAL BERKSHIRE HOSPITAL. (397 
Beds. ) Apuiestions are invited from registered and erin | 
registered medical practitioners for resident post of HOL 
SURGEON, vacant 9th April, 1958, and tenable for 6 months. 

Write, stating age, qualifications with dates, nationality, 
eee g post, with copies of 2 ——— testimonials, to Secretary, 
toyal Berkshire Hospital, Readi 








RICHMOND, SURREY. ROVAL HOSPITAL. Senior 
HOUSE SURGEON (resident ) required.ist April, 1958, for busy 
General Hospital of 121 Beds with full consultant staff. 

Apply, giving age, qualifications, experience and names of 2 

referees, to administrativé officer immediately. 
ROCHDALE ANO DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE OFFICER (s ry) required mid- 
April for busy Surgical Unit. Post recognised for F.R.C.S. quali- 
fication and offering excellent experience. 

Apply at once to Group Secrotary, Central Offices, Birch Hill 

Hospi' tal, Rochdale, Lancs. 
ROCHESTER, KENT. ST. BARTHOLOMEW’S HOS- 
PITAL. MEDWAY AND GRAVESEND HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE PHYSICIAN required. Post 
vacant 7th Ape. 1958, and tenable for 1 year. Salary £819 10s. 
p.a., less £150 for residential emoluments. 

Apelicetions, stating age, qualifications, experience and 
aT OKD. h peer testimonials, to Hospital Secretary. 

ROMFOR ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT. "HOUSE SURGEON (Male) required immediately. 
Not pre-registration appointment. 

_ Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (89 Beds.) 
RESIDENT "HOUSE PHYSICIAN (Male) required from 21st 
April, 1958. Not pre-registration appointment. 

Applications should be forwarded to the Secretary, Romford 
gow 5 Hospital Management Committee, Oldchuss * Hospital, 
Romford 
SALISBURY GENERAL HOSPITAL. Képliccilons are 
invited for the appointment of RESIDENT HOUSE SURGEON 
to the Obstetric and Gynecological Department which becomes 
vacant on 2nd May, 1958. The port is open to pre-registration 
candidates and is recognised for the Diploma and Membership of 
the Royal College. 

Apply, stating age, nationality, qualifications, experience and 
giving names and addresses of 2 referees, to Group Secretary, 
Salisbury Group Hospital Management Committee, Odstock 
Hospital, Salisbury. 

SALISBURY GENERAL HOSPITAL. Locum n Casualty 
ro ac (Senior House Officer) required from 8th to 21st Ap 























Applications, with names and addresses of 2 referees, to Group 

Secretary, Salisbury Group Hospital Management Committee, 
Odstock Hospital, Salisbury. 
SHEFFIELD. CITY GENERAL HOSPITAL. (658 Beds. 
Recognised for D.C.H.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time RESIDENT REGISTRAR (peediatrics) required, 
21st A ril, 1958. Avpctaamess for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 31st March, 1958, giving age, nation- 
ality, qualifications, present and previous appointments, with 
dates, naming 3 referees. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR (peychietrr) 
required for duties at the Towers Hospital, Leicester, and 
dren's Psychiatric Clinics in Leicester and Leicestershire. 
Possession of a higher qualification desirable. Appointment for 
1 year in first instance reviewable annually. 

Application form and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
vem -road, Sheffield. Forms to be returned by 3ist March, 


19 — 


sunPVIGLD. THE UNITED SHEFFIELD HOSPITALS. 
Wir invited for the following 

(a) SENIOR HOUSE OFFICER a HOUSE OFFICER to 
the Thoracic Unit, Royal Infirmary. Vacant April. 

yal Lata with names of 3 referees, to Superintendent, 
Ro noo Sheffield, 6, at once. 

SIDENT SENIOR HOUSE OFFICER in Clinical 
poliehene at the Royal Hospital. Post vacant Ist April. Patho- 
logical experience not essential, but candidates. must have 
previous clinical experience. The “successful candidate will work 
in turn in the different branches of clinical pathology in the 
laboratories of the United Sheffield Hospit 

Applications, with the names of 3 referees or copy teenie. 
aoa oe <— to the Superintendent, Royal Hospital, Sheffield, 
mmediately 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
BOARD OF GOVERNORS and SHEFFIELD REGIONAL HOSPITAL BOARD. 
Reciprocal Tretning f Scheme - Senior Registrars. Whole-time 
SENIOR REGISTRAR in E.N.T. Surgery required with initial 
tenure of appointment at the Royal Hospital, Sheffield. Appoint- 
ment for 1 year in the first instance and renewable annually 
thereafter. Successful candidate will be transferred to the Royal 
Infirmary, Leicester, for the second phase of the appointment, in 
accordance with the arrangements under the Reciprocal Training 
Scheme. Renewal of appointment and transfer will be subject to 
satisfactory work and progress. 

Applications, with the names of 3 referees, to the Chief Admin- 
istrative Officer, The United —— grcevt itals, West-street, 
Sheffield, 1, not later than 29th March. 1958. 


SCOTLAND. SOUTH-EASTERN REGIONAL HOSPI- 
TAL BOARD. SENIOR REGISTRAR in Radiodiagnosis based at 
the —— Infirmary of Edinburgh, with duties at other hospitals 
in the Region. 

Apply, givi particulars of age, qualifications and previous 
experience, and the names of 3 ee to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 5th April, 1958. 























SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. SENIOR REGISTRAR in Urological Surgery, 
Western General Hospital, Edinburgh. 

pply, = particulars of age, qualifications and Paw 
exo ence, the names of 3 ray! to the Secretary, 
Deumeheugh-gardens, Edinburgh, 3, by 12th April, 1958. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR at Dingleton Mental Hospital, 
Melrose. During the tenure of the post opportunivies for inter- 
change of duty and training at other centres in the Region may 
be available under the joint training scheme of the South-Eastern 
Regional Hospital Board and the Department of Psychological 
—— ine of the University of Edinburgh. A house is available. 

pply, are particulars of age, qualifications and previous 
name ence, the names of 2 referees, to the Secretary, 11, 
Deamaheugh gardens, Edinburgh, 3, by 12th April, 1958. 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD invite applications for a Post under the Combined bona rom. | 
Scheme in Hospital and General Practice in which the oe = 
the Executive Council for the County of Inverness are assoc 
The Scheme provides a training of 2 years’ duration for = 
medical practitioners intending to enter general medical practice 
or a specialty. Concurrent experience is given in various depart- 
ments of the hospitals and with selected general Poa ee gewines in 
the town of Inverness. The trainees’ time is divided oeueky 
between hospital work and general practice. The post is non-res' 
dent. It is graded at Senior House Officer or Registrar level 
according to the hospital duties and the correspondi salaries 
are : £819 10s. rising in the second year to £850, and £850 rising 
in the second year to = 

Candidates should epply © by - April, 1958, on forms obtain- 
able from the undersigne Pf ke om further particulars will be 
supplied on request. FRASER, M 
Secretary p aes Medical Officer. 

Office of the Northern Regional Hospital Board, 

17, Old Edinburgh-road, Inverness. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of REGIS- 
TRAR in Infectious Diseases based at Ruchill Hospital, Glasgow, 
which will be for 1 year in the first instance. 

Applications (12 copies), stating date of birth, sueieeetiemn, 
experience, present appointment, and the names of 3 refe , to 
reach the Secretary, Western Regional Hospital Board, 64, if West 
Regent-street, Glasgow, C.2, by 29th March, 1958. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
wie bs be for 1 year in the first instance :-— 
OR =o 2 Nemes in E.N.T. Surgery based at Stobhill 
écuat Hospi Gore", 
REGIST AR | in E.N.T. Surgery for duties on a rotational basis 
at the Western Infirmary and Ear, Nose and Throat Hospital, 


Glasgow. 

REGISTRAR in Medicine based on the Medical Unit, Gart- 
—_ Hospital, Gartcosh, Glasgow. 

pplications (12 copies}, a stating date of birth, qualifications, 

pm. ence, present a and the names of 3 referees, rees, to 
reach the Secretary, Western Regional = Board, 64, West 
Regent-street, Glasgow, C.2, by 5th April, 1 
SHREWSBURY. CROSS HOUSES HOSPITAL. Obstetric 
— SURGEON. Pre-registration post. Vacant Ist April, 


Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop ‘Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALGP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE ha ee ae pre-regis- 
tration candidates eligible. Vacant 23rd April, 1958 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop ‘Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON. acant 
— Poi a Wart Pre-registration candidates eligible. Recognised 
or the 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Bea Group, Royal Salop ‘Infirmary, Shrewsbury. 
SLOUGH, BU ' UPTON HOSPITAL. 
HOUSE OFFICER re uired in Department of Obstetrics and 
Gynecology to work with part-time rar. Post vacant 8th 
April. Not recognised for D.Obst.R.C. 

Pe weroras with names of 2 referees, to Secretary by 25th 


























THAMP N GENERAL PIT ( ede. 
Rec ised for the Membership of Diploma Examinations for the 
Roya Coens of Obstetricians, and Lh me ogists.) RESIDENT 
HOUSE SURGEON to the Gynecological and Obstetric Unit 
required mid-April. 
Applications Pyith copies of recent testimonials should be 
forwarded as soon as — to the Group Secretary, Southamp- 





ton Group Hospital Management Committee, ullar-street, 
Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 


PITAL. (274 Beds.) RESIDENT HOUSE SURGEONS (2) 
required immediately. Pre- stration candidates eligible. 
The posts are recognised for F.R.C.S. and offer — 
opportunities for general experience with a Senior Surgical 
Registrar in a bus ae unit of 70 Beds. 

Applications, with copies of recent testimonial~, to Secretary, 

Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 
SOUTHEND-ON-SEA. GENERAL HOSPITAL. Locum 
SENIOR SURGICAL REGISTRAR required for the period 
Ist—15th April, 1958, inclusive. 

Applications, &c., to be sent to the sapeens immediately. 

C. FIELD, Secretary. 
STOKE-ON-TRENT. NOR STAFFORDSH HIRE 
ROYAL INFIRMARY. SENIOR HOUSE OFFICER (E.N.T.) 
uired. Recognised F.R.C.S. and D.L.O 
re Hetailed applications with copy testimonials to Hospital 
Secretary, Royal Infirmary, Stoke-on-Trent. 57 
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SOUTH agg 4 METROPOLITAN REGIONAL HOS- 
PITAL BOARD. plications = invited fer an ——- as 
Whole-time REGIS TRAR in Chest Diseases to fill a yesener 
the pores % ow oth rt. UR at Preston Hall Hospital, 
British Legion Village, Maidstone, Kent. A furnished house is 
available. The appointment will be for work in general tuber- 
culosis and will provide experience with a major surgical unit 
and also at chest clinics. Candidates must have had good experi- 
ence in general medicine and in the diagnosis and treatment of 
pulmonary tuberculosis in adults. The cepa will 
in accordance with the terms and conditions of service of hos- 
pital medical and dental staff (England and Wales) and will be 
for 1 year in the first instance. 
Applications, giving pegesians of age, 
a ence with relevant dates, together with the names and 
dresses of 2 referees, to be sent to the Secretary, strars 
pooner atl South East Metropolitan Regional Hospital Board, 


11, Portland-place, London, W.1, not later than 5th April, 1958. 
SOUTH EAST METROPOLITAN REGIONAL HoSs- 


PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Obstetrics and Gynecology 
fill a vacancy in the approved trainee establishment at the 
Medway and Gravesend Group of hospitals for duties mainly 
at All Saints Hospital, Chatham, Kent. The post is d 
for the M.R.C.O.G. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staff (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regiona] Hospital Board, 
1l, Portland- -place, London, W.1, not later than 5th April, 1958. 
8ST. ALBANS CITY HOSPITAL, St. Aibans, Hertford- 
SHIRE. HOUSE PHYSICIAN (House Officer grade) required 
for duties mainly in the Pediatric Department. Post vacant 
approximately 20th April, 1958, and tenable for 6 months. 
Preference ro to candidates ‘seeking pre-registration posts 
under the Medical Act, 1950. 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) HOUSE SURGEON (House er grade) required 
for 1 of the 2 surgical teams. Pos ant pecans Se rFeRCS, Post 
vacant 16th A 1958, and tenable for 6 months. Preference 
given to candi ates seek ng post under the Medical Act, 1950. 

Applications to Secretary, Mid-Hertfordshire Group ‘Hospital 
me Committee, » Bleak House, Catherine-street, St. 
Albans. 
sT. ASAPH GENERAL HOSPITAL, Flintshire. 
_ — beds.) Applications are invited from pre stra- 

r registered = practitioners a oy ae of fi UNIOR 
HOUSE OFFICE Ri ‘or R.C.0.G. 
Post vacant Ist a. 1958. Tenable t, * om Married 
quarters available. 

Applications, together with 2 testimonials, to be sent immedi; 
ately to the Group Secretary, Clwyd and poenee Hospital 
pe sta Committee, Rhianfa, Resseli-voad. Rhyl 
STAFFORD. STAFFORDSHIRE GENERAL INFIRMARY. 
RESIDENT CASUALTY OFFICER (Junior Hospital Medical 
Officer status) required. Male or Female. 

ye stating age, previous experience, qualifications 


ualifications and 














and copies 2 recent testimonials, to the Gevep Secretary, 
Staffor Hospital Management Committee, 13, Foregate-street, 
Stafford. 

WAN H PITAL, Bwanees. 473 Beds.) Giantawe 


HOSPITAL MANAGEMENT COMMITT cations are invited for 
the resident post of SENIOR HOUs* OFF ICER in the Trau- 
matic and — edic Department of the above Hospital. The 


post is rec under the F.R.C.S. regulations for 6 months’ 
casualty tr os It offers exce: ~ -y-We experience in all aspects 
of ——- surgery as occu in a large industrial ome 
and port. 


Applications, stating age and experience 


= eae with copies 
of 2 recent testimonials, aout be forward 


to the Hospital 





Secretary. . JONES, Group Secretary. 
SWANSEA. MORRISTON HOSPITAL, Morriston, 
SWANSEA. (501 Beds.) GLANTAWE HOSPITAL MANAGEMENT COM- 


MITTEE. heptoctiene are invited for the resident post of SENIOR 
HOUSE OFFICER in the Obstetric and Gynzecological Depart- 
ments of the above Hospital. The Maternity Unit has a comple. 
ment of 44 Beds i affords sens experience. 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Medical Superintendent of the Hospital. 


T. E. Jones, Group Doonan 
SWINDON AND DISTRICT HOSPITAL MENT 


COMMITTEE. Swindon Boopieb. wey invited for post of 
RESIDENT HOUSE PHYSICIA Acute Medical Unit of 64 
Beds at St. Margaret’s Hospital. ecognised for training under 
pee. yee > internship requlats ons. 
with names of 3 referees, to Secretary, 7, Okus- 
wi betes immediately. 
TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for HOUSE OFFICER (E.N.T.). Post vacant now. 
Post- stration appointment, rec for F.R.C.S. and D.L.O. 
Applications, stating age, nationality and qualifications, to- 
ther the names of 2 referees. should be forwarded 
immediately to the Group Secretary, Taunton Hospital Man- 











agement Committee, c/o Musgrove Park Hospital, Taunton, 
Somerset. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 


CROSS MEMORIAL HOSPITAL. SENIOR HOUSE OFFICER to 
Department of Pathology required for post vacant 1st April. 
Post offers scope for pearitpenes in routine work of all sections 
of department and in research undertaken by Special Unit for 
sy rege ualificati d ri ith 

pplications, stat: age, q cations and experience, wit 
copies of 2 recent poe: Be Bg to Secretary. 
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TAPLOW, near MAIDENHEAD. CANADIAN RED CROSS 


MEMORIAL HOSPITAL. HOUSE SURGEON required for post 
vacant immediately. Pre-registration post. 

Applications, stating age, qualifications, with dates, with copies 
of 2 testimonials, to Secretary. 
TAPLOW, near MAIDENHEAD. CANADIAN RED CROSS 
MEMORIAL HOSPITAL. HOUSE PHYSICIAN required for post 
vacant 3rd May. Pre-registration post. 

Soplicesiens. stating age, experience and qualifications, with 
dates, with copies of 2 Loolisnontais, to Secre ° 


tonne aT. TORBAY HOSPITAL Senior Resident 
HOUS OFFICER (medicine) required end April, 1958. There 


is a complement of 6 Resident — Officers. 

Applications, stating qualificati , nationality, with copy 
testimonials (quoti relerence Fr. 986) 0) to the Group Secre- 
tary, Torquay District Hospital Management Committee, Tor- 
bay Hospital, Torquay, S. Devon. 

VENTNOR, —, i sae eae ROYAL NATIONAL 

HOSPITAL FOR DIS Required, bm pe ory 

JUNIOR HOSPITAL M MEDICAL O OFFICER. Hospi tal has beds 

ay ne ne and non-tuberculous diseases — thoracic surgery. 

inte oes with names.of 2 referees, to Physician-Super- 
ndent. 








WAKEFIELD. PINDERFIELD RAL TAL. 

Applications invited for position of SENIOR HOUSE PHYSI- 
CIAN or SENIOR HOUSE SURGEON in Thoracic Surgery 
= gee Salary £819 10s. p.a. £150 p.a. charged for accom- 
moda’ 

Written applications, giving ~ personal particulars, details of 
experience, and 2 names and addresses for reference, to 
W. BowRInG, Group Secretary, Pinderfields General Hospital, 
Wakefield. 

WATFORD, HERTFORDSHIRE. PEACE MEMOR 


HOSPITAL. = (itt Bea Beds.) ORTHOPADIC HOUSE SURGEON 
Post recognised for 


with certain duties) required. 
-R.C.S. ‘a Con yon Be The orthopeedic service is in the 
charge of a Consultant an oS Deatetene closely associated with a 


postgraduate teaching hospi 
Applications with Soptens of 2 testimonials, to the Administrator. 


poe oe 5 Seany Aap HIRE. PEACE MEMORIAL 
a1 ——— are invited for the post of 
HOUSE’ SURGEON” at e = Hospital. This is a 


re- 
registration post and is r F.R.C.S. Salary according 
to the National Health Se 


=p 
Appili with copies of recent testimonials, to the 
Administ 


WELSH REQI CENT gon stig BOARD 

REGISTRAR 5» ty. Mid-Glamot 
Management Cominitves base sae eath General ie Lay 
visits to other hospitals in Group. Resident/non- ——- dent. 

SURGICAL REGISTRAR (orthopedics) at Prince of Wales 
heme og I Ry Rhydlafar (280 pods). serving Cardiff 
Seat ment Committee. Hospital is Regional Ortho- 
peed lc Centre fo ‘or South Wales area. arried accommodation 
avi 

EGISTRAR (general s ry), 
Hospital. Resident or non-res: —. 

— to review end of first y 
pplication forms from Senior Traministrative gy nme Officer, 
- of Peace. Cathays Park, Cardiff, within 14 days. 

1ONAL HOSPITAL BOARD. 

A REGISTRAR . Anesthetics. Based at East Glamorgan 
Hos Chure , near Pontypridd (a modern — 
el of 316 Beds with special departments including t 
a} and will also be expected i serve other hospitals in the 
group Post recognised for F.F.A. R.C.S. The successful candi- 

ate will be given the opporiuiatiy ot regularly attending the 
Department of Anesthetics at Cardiff. yr een gr ot -resident. 

EGISTRAR in Anesthetics, based nd Gene Hos- 

pital. Hospital recognised for F.F.A. <: .S. Resident/non- 


resident. 
2 REGISTRARS (oneal, surgery). To serve ) Mownest and 
East Monmouth Boer Management Commit at 
nore Gwent Hospi Newport (260 Beds). Non-resident. 
EGISTRAR “plastic surgery), St. Lawrence pitals. tn 
= stow —. Beds). Expected to visit other hospita 
ales area. Considerable opportunities for training in 
<w~ Ry Accommodation for single person. 
*PSubject to review end of first year 
Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cont within 14 days. 


COMMITTEE. JUNIOR HOSPITAL. MEDICAL OFFICER in 
Aneesthetics required for work throughout the West Cumberland 
Group but based on Whitehaven Hospital. Good experience 
essential, and aes of the D.A. preferred. 

Apply hag | information as to qualifications and experience 
and giving ti . aoe of 2 referees, to the Group Secretary at 
nfirmary. 

w we RAL HO K 
Beds. ) Applications are invited from duly qualified” ‘medical 
awed for the pre-registration appointment (resident) of 

OUSE SURGEON. Immediate vacancy. 

Applications, stating age. qusitcestons, ther with names 

and addresses of 2 soberosa, should be ad to the Secretary, 
Westen-cuper,Mare Hospital Management Committee. 
WEYMOUTH AND DISTRICT HOSPITAL. (124 Beds.) 
HOUSE SURGEON (Male or Female) required for resident 
pre- a post vacant Ist April, 1958, and tenable for 6 
mon sed for F.R.C.S. examination. 

yo stating age, qualifications, ther with copy 
testimonials, to Group Secretary, West Dorset Hospital Ma 
ment Committee, Demers road, Dorchester, Dorset, immediate 
WIGAN. ROYAL ALBERT EDWARD INFIRMARY. aA 
Beds.) SENIOR HOUSE OFFICER in Ortho y aane Surgery. 

whee to Secretary, Royal] Albert E Infirmary, 
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WHITEHAVEN HOSPITAL, Cumbertand. (119 Beds, pre- 
registration post, recognised F.R.C.S.(Ed.).) HOUSE SUR- 
GEON (first, second, or Senior House Officer post). Vacant begin- 
ning of April. 

Detailed applications with dates, and names of 2 referees, to 
Secretary, Workington Infirmary, Cumberland. 








WINCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR in Anesthetics (Registrar grade) required 
at the Royal Hampshire County Hospital, Winchester, with 
duties at Alton General Hospital, Lord Mayor Treloar Hospital 
and Henry Gauvain Hospital. Post rec for the 
F.F.A. R.C.S., and is resident or non-resident. Vacant 12th May. 

Forms of application obtainable from Group Secretary, Royal 
Hampshire County Hospital, Winchester. 4 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (327 Beds.) HOUSE SURGEON (post recognised by Royal 
College of Surgeons) required for general surgery with some E.N.T. 
duties. Approved pre-registration post. acant immediately. 

Applications, with copies of 2 testimonials, to Group Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (327 Beds.) HOUSE PHYSICIAN (post-registration) to 
the Pediatric Department. Vacant 28th March. Preference will 
be given to applicants wishing to vk am in peediatrics. The 
Department is recognised for the D.C.H. 

_ Applications, with copies of 2 testimonials, to the Group 
Secretary. 
WINDSOR. KING EDWARD VII HOSPITAL. Obstetric 
AND GYNAZCOLOGICAL HOUSE SURGEON required, Male 
or Female, for post vacant 22nd April. Post recognised for both 
M.R.C.0.G. and D.Obst.R.C.0.G. Not a pre-registration post. 
a candidate will be resident at Old Windsor Unit of 
ospital. 

Applications, with copies of recent testimonials, or names of 

3 referees, stating age, nationality, qualifications, with dates, to 
Secretary. 
WINDSOR.) KING EDWARD VI! HOSPITAL. Registrar 
(Casualty Officer), resident, required immediately. There is an 
Accident Unit of 30 beds at the Hospital and with the Casualty 
Department forms part of the Accident Service for the Windsor 
Group and includes duties with the E.N.T. and Eye Depart- 
ments. Candidates should have had previous experience in the 
treatment of acute injuries. 

Application forms from and returnable to Secretary, Windsor 
Group Hospital Ma Committee, Alma-road, Windsor. 
WOLVERHAMPTON. NEW CROSS HOSPITAL. (634 
Beds.) Pre-registration HOUSE OFFICER in General Surgery. 
Post vacant now. 

Applications to Hospital Secretary. 

WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) ORTHOPAZDIC HOUSE SURGEON for Fracture and 
Orthopeedic Department. Post recognised for F.R.C.S. Vacant 
immediately. 

__ Apply, with 2 testimonials, to the Secretary. 

WORCESTER ROYAL INFIRMARY. (213 Beds.) House 
PHYSICIAN (pediatrics) required immediately. Busy depart- 
aoe cogecting very modern unit of 26 Beds. Post recognised 
or D.C.H. 

Applications to Hospital Secretary. 
WORCESTER ROYAL INFIRMARY. House Surgeon 
oa or otherwise) ——_ immediately for Ortho- 

wedic Department of this busy meral Hospital of 213 Beds. 
he —_- ntment offers wide and varied experience. 
_ Applications to Hospital Secretary. 
WORCESTER ROYAL INFIRMARY. House Surgeon 
(pre-registration or otherwise) required for general surgery post 
at this busy General Hospital of 213 beds. The appointment offers 
wide and varied experience and is recognised for the F.R.C.S. 
examinations. 

Applications to Hospital Secretary. 

WORKINGTON INFIRMARY, Cumberland. (155 Beds, 
pro-seguacenten post, recognised F.R.C.S.(Ed.).) HOUSE SUR- 
GEO) om. second or Senior House Officer post). 

Detailed applications with dates, and names of 2 referees, to 
Secretary. 

WORKINGTON INFIRMARY, Cumberland. (155 Beds 

pre-registration post.) HOUSE OFFICER (obstetrical and 

er yon ie (House Officer or Senior House Officer grade). 
acant end of March. 

Detailed applications with dates, and names of 2 referees, to 

Secretary. 
CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
mo ge are invited for the post of CASUALTY OFFICER 
which will be vacant on Ist June, 1958. The appointment is 
for 12 months, but is renewable for a further 12 months. Salary 
£850 p.a. less £125 p.a. for residential emoluments. 

Apotesions to be submitted not later than 12th April, 1958, 
to the President, Public Health Committee, General Hospital, 
Jersey, C.I. 

U.S.A. UNIVERSITY OF MINNESOTA MEDICAL 
CENTER. ANESTHESIOLOGY RESIDENCIES at the above 
Center. 2 or 3-year programme with clinical and didactic 
instruction in all phases of anesthesia. Board approval. Positions 
= a J month. 2 

ress, F. H. VANBERGEN, M.D., University of Minneso 
Medical Center, Minneapolis 14, Minnesota. " 2 
U.S.A. NORTON MEMORIAL INFIRMARY, Louisville, 
KENTUCKY, U.S.A. A 290-Bed general hospital, approved by the 
American Medical Association for ROTATING INTERNSHIPS 
of 1-year duration. Approved under Exchange Visitor m. 
Only graduates from approved medical schools considered. 
Rotating services in medicine, surgery, obstetrics and pediatrics. 
Stipend $200 per month, and full maintenance for bachelors. 

Apply airmail to Administrator. 



























































U.S.A. BRIDGEPORT HOSPITAL, Bridgeport, Connecti- 
cutT.. Approved ROTATING INTERNSHIPS and RESIDEN- 
CIES available in a general hospital of 387 Beds and 60 Bassinets. 
Stipend of $190 per month in addition to full maintenance and 
uniforms. Exchange Visitor Program participant. 

Address inquiries to: Chairman, Committee on Medical Educa- 
tion, Bridgeport Hospital, Bridgeport 10, Connecticut, U.S.A. 
BELFAST. MUSGRAVE PARK HOSPITAL. 1 House 
SURGEON and 1 HOUSE PHYSICIAN required for above 
Hospital. 

Application forms may be obtained from the Group Super- 

intendent/Secretary, to whom applications should be addressed 
at Belfast City Hospital, Lisburn-road, Belfast. 
SOUTH AUSTRALIA. ADELAIDE CHILDREN’S HOS- 
PITAL, INC. Applications are invited from Medical Graduates 
for appointment as ASSISTANT PATHOLOGIST in the Depart- 
ment of Morbid Anatomy at the above Hospital. 

Duties : to assist with the routine work of the Department, 
to undertake research, and to help with postgraduate and under- 
graduate teaching. Opportunities will be available for the success- 
ful applicant to work for a higher degree. 

Qualifications : must be a Medical Graduate. Some experience 
in the other branches of clinical pathology are desirable, but not 
essential. 

All applicants are requested to submit full professional and 
persona! details, and name at least 3 referees. The a — 
will be within the range of £1873-£2328 p.a., and will be paid 
according to experience and qualifications. Normal leave benefits 
will be available, and also superannuation benefits. The term 
of appointment is for a period of 3 years with eligibility for 
reappointment. 

All applications must be addressed to— 

>. H. D. Lines, Manager and Secretary. 
Adelaide Children’s Hospital, Inc.. 
72, King William-road, 
North Adelaide, South Australia. 


Public Appointments 


BIRMINGHAM. CITY OF BIRMINGHAM PUBLIC 
HEALTH DEPARTMENT. Applications are invited from stered 
medical practitioners for post of ADMINISTRATIVE MEDICAL 
OFFICER OF HEALTH (Male or Female). Candidates should 
hold the Diploma of Public Health. This is a Sectional Post and 
the Medical Officer will be responsible to the Medical Officer of 
Health for the administration of activities relating to Maternity 
and Child Welfare Services and will also be available for all other 
work of the Health Department, such as housing, epidemiology 
and infectious diseases, &c. Applicants should, therefore, have 
had extensive experience in all branches of public health work. 
Salaty scale £2065-£75-£100 (2)-£2340 | ss Commencing salary 
within the scale will depend upon the medical officer’s experience. 
Pension scheme (including Widows and rphans), medical 
examination. The officer appointed will be required to devote 
his/her whole time to official duties and the appointment will be 
subject to 3 months’ notice on either side. 

Applications, with names of 3 persons to whom reference may 
be made, to be sent to the Medical Officer of Health, Council 
House, Birmingham, 3, not later than 26th March, 1958. 
CROYDON. COUNTY BOROUGH OF CROYDON. 
ASSISTANT MEDICAL OFFICER OF HEALTH AND SCHOOL 
MEDICAL OFFICER. Applications are invited for this estab- 
lished appointment from registered medical practitioners having 
at least 3 years’ experience after qualification. The duties are 
mainly in the School Health and Maternity and Child Welfare 
Services. The D.P.H. or D.C.H. will be an advantage. Salary 
within the scale £1050-£50-£1200-£55-£1475 p.a., commencing 
according to qualifications and experience. 

Application forms obtainable from the Medical Officer of 
Health, 45, Wellesley-road, Croydon. Closing date 12th April, 
1958. E. TABERNER, Town Clerk. 
DERBYSHIRE COUNTY COUNCIL. Applications are 
invited from Male medical practitioners for the Whole-time 
mapecemneenn appointment of SENIOR MEDICAL OFFICER 
FOR SCHOOL HEALTH. Possession of the D.P.H. (or its 
approved equivalent) is essential, and experience in school health 
and mental deficiency work is advantageous. The salary is 
£1520-£50-£1570-£55-£1955 p.a plus a car allowance. The 
successful candidate will work under the direction of the County 
Medical Officer of Health who is also the Principal School Medical 
Officer. His duties will be largely administrative in connection 
with the School Health Service and will include the functions of a 
Health Education Officer and such other duties as may be 
assigned. Office accommodation will be provided at the County 
Offices, Matlock (to which the Department is moving shortly). 

Applications should he submitted to the undersigned by 7th 
April, 1958. (Forms are not provided but conditions of service will 
be supplied on request.) . B. 8S. MORGAN, 

County Medical Officer of Health. 

County Offices, St. Mary’s Gate, Derby. 

YORKSHIRE. COUNTY COUNCIL OF THE WEST 
RIDING OF YORKSHIRE. Joint appointment of SENIOR 
ASSISTANT COUNTY MEDICAL OFFICER AND SCHOOL 
MEDICAL OFFICER to the Castleford Corporation, Normanton 
Urban District Council and the West Riding County Council. 

Applications invited from registered medical practitioners with 
at least 3 years’ experience since qualification, and holding the 
D.P.H. or nearing completion of training for the D.P.H. Duties 
mainly in the School Health and Infant Welfare Services but in 
addition person appointed will be required to act for the Divi- 
sional Medical Officer and Medical Officer of Health in his absence, 
and will be appointed Deputy Medical Officer of Health to the 
constituent authorities. Salary £1150-£1575 p.a. County Council 
scale of travelling and subsistence allowances. Post superannu- 
able and subject to medical examination. 

Forms of application from the undersigned to be returned 
not later than 5th April, 1958. 

J. Woop-W11son, County Medical Officer. 

County Hall, Wakefield. 
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PRISON COMMISSION. Occupational Therapist (fully 
qualified) required for H.M. Prison, Wakefield, to initiate and 
organise an occupational therapy unit under the direction of the 
Principal Medical Officer. Salary £550—£20(6)-£670. Abatement 
of £15 for every year or part of year by which experience falls 
short of 3 years. Pensionable under the Health Service Super- 
annuation Scheme. 

Apply to Prison Commission (E76/2/1), Horseferry House, 
Dean Ryle-street, London, S.W.1. Closing date 8th April, 1958. 
CORK COUNTY COUNCIL. Vacancy for Junior House 
Sone. County Hospital, Mallow. Remuneration £356— 
516 p.a. 

Application forms and particulars may be obtained from the 
County Manager, Courthouse, Cork, with whom completed — 
cations should be lodged not later than 5 P.M. on Friday, th 
| S| SSA PEs - 
GOVERNMENT OF TANGANYIKA. Applications invited 
from Male doctors with medical qualifications registrable in the 
United Kingdom for the following posts :— 

MEDICAL OFFICERS for general duties. Officers would 
normally be based on a hospital but must be prepared to tour 
and to train African staff. Professional work covers a wide field 
in all branches of medicine, surgery, and obstetrics, with unusual 
responsibility and scope for initiative. Ample opportunities for 
sport and recreation. Limited private practice is at present 
permitted. ‘“‘ R”’ practitioners—i.e., practitioners liable for call- 
up under National Service Acts—may apply and, if appointed, 
will be granted indefinite deferment of call-up on completion of 
minimum tour of 2 years. 

PATHOLOGIST for general pathological work under direction 
of Senior Pathologist with likelihood of duties with Police Force. 
Candidates must have experience in general pathology and 
forensic medicine. A higher qualification in bacteriology or 
pathology is desirable but not essential. 

Appointment can be made on permanent basis with pension 
(non-contributory), or on short-term contract with gratuity 
(taxable) of 134% of salary drawn, excluding allowances, on 
satisfactory completion of service. National Health Service 
doctor may retain superannuation rights (up to 6 years) and 
receive gratuity (taxable) of 20% of aggregate salary after 
engagement. Salary ranges from £1284 to £2115 a year, starting 
point determined by experience. 4 extra increments given for 
approved higher qualifications. Education allowance of £100 p.a. 
for each child educated at approved secondary school outside 
Tanganyika. Permanent officers are eligible to be considered 
at any time for promotion to higher salaried posts in Tanganyika 
and other territories in medical administration or, if they possess 
higher qualification and suitable experience, to specialist posts. 

Quarters generally available at rental of £30-£78 a year 
according to size and type, furniture £12-£24 a year. 
passages in both directions for officer and wife, and up to cost 
of 1 adult fare for children. Taxation at local rates. Annual 
local leave permissible and generous home leave after each 
tour of from 30 to 36 months. 

Application forms from Director of Recruitment, Colonial Office, 
Great Smith-street, London, S.W.1 (quoting BCD.117/8/02). 
NAIVASHA COUNTY COUNCIL, KENYA. Appointment 
of MEDICAL OFFICER OF HEALTH. Applications are invited 
from registered medical pros holding the Diploma of 
Public Health. Salary scale: £1700-£50-—£2200 on overseas terms 
with home leave of 3 months after 2 years and 9 months’ service. 
Return passages up to a maximum of 3 adult passages. 12 days’ 
local leave p.a. Point of entry in the scale determined by quali- 
fications and experience. Alternatively, above salary plus 184% 
with no home leave, or passages, but 30 days’ local leave p.a. 
Housing, medical benefits and provident fund are provided for. 
Full details of terms and conditions of service may be obtained 
from this office or from the East Africa Office, Trafalgar-square, 
London. 

Applications, stating age, marital status, qualifications and 
experience, together. with 3 references and any testimonials, 
should reach the undersigned by Ist May, 1958. 

. A. CaRR, Clerk to the Council. 
County Council of Naivasha, 

P.O. Box 126, Naivasha, Kenya Colony. 
WESTERN REGION OF NIGERIA. Applications are 
invited from doctors with medical qualifications registrable in 
the United Kingdom for the following Specialist appointments. 

SPECIALIST ANASSTHETISTS. Candidates must possess 
F.F.A. R.C.S., or equivalent, and at least 6 years’ post-registra- 
tion experience in full-time anzsthetist appointments. 

SPECIALIST PHYSICIAN. Candidates must possess 
M.R.C.P. or equivalent, with at least 6 years’ post-registration 
experience in specielist medical appointments. 

uties for above appointments mostly at Adeoyo Hospital, 
Ibadan, but will include visits to other Government hospitals 
in the Region. 

SPECIALIST OBSTETRICIAN required for obstetrical and 
gynecological duties, including outpatient, maternity, child wel- 
fare and antenatal work in the larger provincial hospitals of the 
Region (which are being enlarged up to 200 beds). and to assist 
in training midwives. Candidates must possess M.R.C.O.G. or 
an equivalent higher qualification with considerable experience 
of major surgery in their specialty and have had at least 6 
years’ post-registration experience. 

Appointment (1 tour of 12-24 months in the first instance) 
may be either: 

(a) on contract with gratuity (taxable) on satisfactory com- 
pletion of contract at rate of £37 10s. for each completed period 
of 3 months’ service (including leave), or 

(6) from National Health Service, candidates retaining super- 
annuation rights and receiving gratuity (taxable) of 20% of 
aggregate of salary. 

Salary under (a) £2664 a year and (b) £2220. 

Quarters provided at low rental. Taxes at local rates. Annual 
leave permissible; generous home leave granted after each tour. 
Free return passages for officer, wife, and children (up to 3). 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BCD.117/410/028). 























MIDDLESEX COUNTY COUNCIL. County Health 
DEPARTMENT. SENIOR ASSISTANT MEDICAL OFFICER 
(Male) required initially in Area 6 (Wembley and Willesden). 
Whole-time for administrative and clinical work. Approval by 
Minister of Education for ascertainment of educationally sub- 
normal children desirable. Diploma in Public Health or Child 
Health an advantage. Successful applicant required to act as 
Deputy Medical Officer of Health for the Borough of Willesden 
for 40% of whole-time. Salary as for mixed appointments. 
£1609 13s. 4d.-£1974 13s. 4d. Established, subject to medical 
assessment and prescribed conditions. 

Apply, stating age, qualifications, experience, names of 2 
referees, to Joint Area Medical Officers, Area Health Office, 215, 
Chevening-road, Kilburn, N.W.6, by 4th April. (Quote X.116 TL.) 
Canvassing disqualifies. 


eneral Practice 
For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ‘* Vacancy."’ 


BIRMINGHAM. DERITEND. Applications invited for 

VACANCY (urban) due to death. Intermediate area. List 

approximately 2000. Surgery accommodation may be available. 

a on E.C.16a to be received not Jater than 31st March, 
to— 








K. F. G. Day, Clerk of the Birmingham Executive Council. 

Sutton New-road, Erdington, Birmingham, 
BIRMINGHAM. WASHWOOD HEATH. Applications 
invited for VACANCY (urban) due to death. Intermediate area. 
List approximately 2000. Residence and surgery accommodation 
may be available. Applications on E.C. 16a, to be received 
not later than 3lst March, 1958, to— 

K. F. G. Day, 
Clerk of Birmingham Executive Council. 
Sutton New-road, Erdington, Birmingham, 23. 


Hospital Services: Non-Medical Appointments 


QROUP PATHOLOGICAL LABORATORY, St. Mary 
ABBOTS HOSPITAL, Marloes-road, London, W.8. Applications are 
invited for the post of CHIEF TECHNICIAN II. Post vacant 
7th July, 1958. Salary on the scale £895-£25(1)-£30(3 )-£35(2)- 
£1080, p.a., plus London Weighting. The Group Laboratory 
serves 2 Groups and has several subsidi laboratories. It is 
anticipated that the laboratory will be rebuilt in 1959. The duties 
will include the supervision and training of technical staff ; and the 
possession of the F.I.M.L.T. or equivalent qualification and con- 
siderable experience in at least 2 branches of medical technology, 
together with experience of staff control, will be essential. 

Applications, giving full particulars and the names of 3 referees, 
should be submitted to the Group Secretary, 5, Collingham- 
gardens, 8.W.5, by 14th April, 1958 (L.158). 


Miscellaneous 


Ophthalmologist required 

















Medical Research Council. 
(on temporary appointment or secondment from me nt employ) 
for a tour of up to 18 months in the Gambia, West Africa, as 
member of team studying virology of trachoma. Investigation at 
promising stage with almost untouched clinical field. Equivalent 
of National Health Service sa according to status, plus tax- 
free foreign service allowance and outfit allowance, quarters 
and free passages for self and small family. Good climate large part 
of year; pleasant and healthy conditions. 4 
nquiries to Dr. P /ILLIAMS, Medical Research Coencil, 
38, Old Queen-street, London, S.W.1. 
Technical assistant familiar with blood chemistry and 
routine laboratory methods wanted for private West End 
practice.—Address, No. 382, THE Lancet Office, 7, Adam- 
street, Adelphi, London, W.C.2. 
Experienced Typist desires work to do at home. Moderate 
prices.—K. STRANGE, 131c, Victoria-way, S.E.7. 
Expert medico-legal photographic service. Accident, 
injury, claims. Any location.—Address, No. 370, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2, or PEGGY 
Detius, WEL. 7788. 
Brompton Hospital Association. The Seventh Dinner of 
this Association will be held on Friday, 9th May, 1958, at the 
Trocadero Restaurant, London, W.1. Professor F. C. Ormerod 
will preside.—All eo to the Hon. Secretary, Brompton 
Hospital, London, S.W.3. . 
Hypnotism. Will all doctors interested in this subject 
for Medical purposes please write to the Secretary, British 
Society of Medical Hypnotists, 126, Harley-street, W.1. 
Doctors requiring applications, theses copied: Write to 
MANTON (WESTMINSTER) LtTD., 98, Victoria-street, S.W.1 
(VIC. 0141), who are specialists. 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimens of urine and £2 2s. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 
Prosperous provincial 


























rivate mental hospital as going 
concern. Suitable to include geriatric unit. Owner retiring. 
Freehold. Good order. Capital necessary, substantial part 
could remain.—Address, No. 384, THE LANCET Office, 7, Adam- 
street, Adelphi, London, W.C.2. 

Secretarial post required 1-2 evenings a week, London.— 
Address, No. 383, THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2. 

Baker Street (off). Mansion block professional/residential 
flat. 4 rooms, kitchen and bath. £475 p.a. inclusive. Long lease. 
Were in advance.—PrinTo & Co., 15, Dover-street, W.1. 
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Most physicians are already familiar with Mecamylamine 
Hydrochloride (*Inversine’), the oral ganglion blocking agent 
for the treatment of hypertension. This concise booklet 
collates the now extensive experience of leading clinicians. It is 
therefore a practical guide to the management of patients 
no matter whether they are in hospital or at home. 
A complimentary copy will gladly be sent. 
Every doctor treating hypertension needs this information. 


TRADE MARK 
-INVERSINE’ 
a & a~ 
Mecamylamine Hydrochloride 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. GD 
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SUTURE NEWS! 


L.H.C. now in non-splintering ‘Spot’ Tubes 


Believing in the present superiority of glass 
over other materials as the safest and most easily 
sterilised container available for sutures, The 
London Hospital Ligature Department has 
searched for some years for an improved glass 
tube that opens safely and cleanly. 

We are pleased to announce that in the 
future, standard lines of L.H.C. will be packed 
in our new “Spot"’ Tubes. f 


The “Spot’’ Tube is the same as a normal 
suture tube, but replaces the conventional scored 
line with a groove around the middie, marked 
with a coloured spot 

Point spot vertically down towards bow! with 
thumbs uppermost and break as shown below. The 
thumbs, placed about }” apart, must be exactly 
opposite to the spot to obtain a clean break; the 
tube breaks only away from the spot. Attempts 
to break the tube other than away from the Spot 
will result in splintering 








With London Hospital's new “Spot’’ Tubes, no 
} filing is needed, no instruments required and it 
is not even necessary to hold the tube in a swab 











always use London Hospital Catgut 
the more F-L-E-X-I-B-L-E suture 
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